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Abdominal and General Surgery 


Intestinal Obstruction: Report on 


12,614 Cases in Japan 


KIYOSHI SAITO, M.D., F.I.C.S. 
TOKYO, JAPAN 


HROUGH the courtesy and coopera- 
ik of some 175 hospitals and clinics 
in Japan, I have been able to collect 
data on many cases over a period of nine- 
teen years. Having studied the data from 


various standpoints and compared them 


with those contained in reports from 
other countries, I should like to mention 
several points which, in my opinion, are 
of general interest. 

Needless to say, mechanical obstruction 
carries a high incidence. It is treated by 
operation, on an average, in 92 per cent 


a the Department of Surgery, Japan Medical College, 
Read at the Twentieth Annual Congress of the United 
States and Canadian Sections, International College of Sur- 
geons, Philadelphia, Sept. 12-15, 1955. 
Submitted for publication Sept. 21, 1955. 


of cases. There has been little change in 
this percentage during the past nineteen 
years, nor, so far as I can determine, has 
the number of cases in which treatment 
is nonsurgical increased to any significant 
extent. Recently an increasing number of 
surgeons have been resorting to the intes- 
tinal suction tube, but I do not anticipate 
that this method will be used either wide- 
ly or easily in Japan, unless certain nec- 
essary improvements are made in the 
tubes available. I have designed a tube 
suitable for Japanese patients, but as yet 
it has not given satisfactory results, 

In Japan the mortality rate of intes- 
tinal obstruction from all causes varies 
from 3.5 to 32 per cent, depending on the 
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hospital. The average total mortality rate 
is rather high—23 per cent. 

Judged by the annual mortality figures, 
the results of treatment are improving 
steadily and substantially. 

If one divides the entire period of in- 
vestigation (nineteen years) into three 
terms, the mortality rate in the third term 
is 19 per cent. During the last three years 
of this study it has dropped to 17 per cent. 
The incidence of death occurring within 
five days after the operation is below 10 
per cent for all the cases studied. 

From observations of 3,518 cases fol- 
lowed up during the same period in some 
16 hospitals and clinics, it is apparent 
that the results of treatment are improv- 
ing in the same manner. As a result of 
the introduction of chemotherapy, the in- 
cidence of acute peritonitis has decreased. 
For this reason, it is assumed the inci- 
dence of intestinal obstruction has also 
decreased, but I have ascertained that this 
assumption is not justified. Simple ob- 
struction due to kinking was observed in 
33 per cent of the total number of cases, 
and this percentage is indeed high. Re- 
cently it has increased to 40 per cent. On 
the other hand, better results of treatment 
have greatly reduced mortality. 

Strangulation due to bands was ob- 
served in 12 per cent of the cases. Al- 
though the mortality rate of this condition 
is rather high, the results of treatment 
have recently improved and the afore- 
mentioned percentage is gradually de- 
creasing. 

Volvulus was present in 10 per cent of 
the cases. The results of treatment of this 
condition are extremely bad and have not 
shown any improvement recently; the in- 
cidence, however, is decreasing. 

The incidence of intussusception, 18 
per cent, is also decreasing. It is inter- 
esting to note, however, that the results of 
treatment of intussusception have not im- 
proved at all. I have investigated the 
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cause in detail and wish to report on my 
observations thus far. I have discovered 
that the bad results of operative reduction 
of intussusceptions in infants are the 
main cause of the unfavorable statistics. 
The simple operative procedure used in 
the treatment of infants has not produced 
good results; the results of major opera- 
tions have improved, as I shall explain 
later. If as much attention were paid to 
the simpler procedure as is given to the 
major operations, more satisfactory re- 
sults might be obtained. Operation for 
intussusception is not always necessary. 
Most Japanese patients prefer treatment 
by barium enema. Of course, operation is 
not a bad method if it is carefully done. 

The incidence of intestinal obstruction 
due to tuberculosis is 18 per cent. This 
rate is fairly high throughout the world, 
but it is gradually decreasing, and the 
recent results of treatment have shown 
improvement. 

The incidence of intestinal obstruction 
due to cancer is 5 per cent and the mor- 
tality rate, 40 per cent, extremely high. 

The number of cases in which anasto- 
mosis is done shows a decrease. The use 
of intestinal resection is gradually in- 
creasing, and the results of this treatment 
are apparently taking a favorable direc- 
tion. 

A surgically created intestinal fistula is 
used, as a rule, when the patient is in a 
critical condition, and the fact that the 
employment of this method in Japan is 
not decreasing shows that the number of 
“critical cases” is not decreasing. A fa- 
vorable tendency, however, is observable 
as to the results of treatment. 

Twenty years ago the incidence of post- 
operative intestinal obstruction was only 
10 per cent; recently it has increased to 
30 per cent. Nevertheless, the results of 
treatment have become favorable. In 70 
per cent of the cases postoperative ob- 
struction is due to kinking; in 20 per cent, 
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to strangulation due to bands. Also, this 
type of obstruction in most cases is the 
result of adhesions. In other words, in- 
testinal obstruction due to postoperative 
adhesions is most important among the 
various types of obstruction. 


If one reviews the recent main causes 
of favorable results from treatment, one 
is impressed by two facts: First, the in- 
cidence of volvulus and strangulation, the 
results of treating which have so far been 
unfavorable, has decreased, and second, 
the incidence of intestinal obstruction due 
to adhesions, the results of treating which 
have been favorable so far, has increased. 
As to the second cause, I presume there is 
a close relation between the increased 
number of patients with postoperative in- 
testinal obstruction and the favorable re- 
sults of treatment as a whole, 


With reference to previous operations 
in this series, operations for appendicitis 
had been done in about 50 per cent, and 
this percentage has not shown any re- 
markable change during the nineteen- 
year period. In Japan, cases of critical 
peritonitis due to appendicitis are rarely 
encountered, and it is considered that the 
treatment of appendicitis has been satis- 
factory. The number of cases of intestinal 
obstruction after its operative treatment, 
however, has not decreased. I have also 
discovered that the appendicitis in ques- 
tion is often only “appendicitis catar- 
rhalis”; therefore, I dare say, once the 
surgeon’s hands have entered the perito- 
neal cavity, postoperative intestinal ob- 
struction is expected. The study of adhe- 
sions has been continued for a long time, 
but there are still important new problems 
to be solved in this field. 


I have made an experimental study of 
intestinal obstruction and of the patho- 
logic changes following its removal. One 
of the important changes is anoxia of the 
liver. To relieve this condition, I am con- 
vinced that aortification of the portal vein 
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—in other words, increase of oxygen-con- 
tent in the portal blood—is the most 
rational and effective method. Accord- 
ingly, I have made experiments with in- 
traportal transfusion of blood saturated 
with oxygen and also with the intra-intes- 
tinal use of oxygen, and have found the 
treatment most effective. 


SUMMARY 


A statistical observation of intestinal 
obstruction in Japan is presented. Re- 
markable progress in treatment has been 
made there during the past ten years. Al- 
though the intestinal tube has not been 
used commonly in Japan, the results of 
treatment have been advanced to the same 
extent as in other countries. In connec- 
tion with this remarkable progress, the 
author notes the ironical fact that the 
increase in the number of cases of post- 
operative obstruction is its main cause. 
He recommends adoption of the intrapor- 
tal transfusion of blood saturated with 
oxygen and the intra-intestinal use of. 
oxygen in treatment, 


ZUSAMMENFASSUNG 


Es werden statistische Untersuchungen 
iiber den Darmverschluss in Japan vor- 
gelegt, wo in den letzten zehn Jahren be- 
merkenswerte Fortschritte in der Behand- 
lung der Erkrankung zu verzeichnen sind. 
Obgleich in Japan die Darmsondierung 
nicht allgemeine Verwendung findet, 
stehen die Behandlungsergebnisse nicht 
hinter denen anderer Lander zuriick. Im 
Zusammenhang mit diesen erheblichen 
Fortschritten weist der Verfasser auf den 
ironischen Tatbestand hin, dass der 
Hauptgrund dafiir im Anstieg der Anzahl 
der Falle von postoperativem Darmver- 
schluss liegt. Zur Behandlung empfiehlt 
er die Anwendung intraportaler sauer- 
stoffgesattigter Bluttransfusionen und die 
intraintestinale Zufiihrung von Sauerstoff. 
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RESUME 


Un exposé statistique d’occlusion intes- 
tinale au Japon est presenté. Dans ce pays 
on a fait du pregrés remarquable dans le 
traitement pendant les derniers 10 ans. 
Malgré que le tube intestinale n’est pas 
encore en usage géneral au Japon, les ré- 
sultats du traitement on fait le méme 
progrés que dans les autres pays. A 
l’égard de ce progrés remarquable l’auteur 
constate le fait ironique que le nombre 
des cas d’occlusion intestinale postopéra- 
toire est la cause principale. I] recom- 


mende |’adoption de la transfusion san- 
guine, saturée d’oxygéne, intraportale et 
l’usage intraintestinale de l’oxygéne. 


SUMARIO 


Uma observacao estatistica de obstru- 
cao intestinal no Japaio é apresentada. 
Notavel progresso no tratamento tem sido 
feito nos ultimos dez anos. Embora o tubo 
intestinal nao tenha sido comumente usado 
no Japao, os resultados de tratamento 
apresentam o mesmo adiantamento que 
os de outros paises. Em relacgao com éste 
notavel progresso, o autor observa o fato 
irénico de que o aumento do ntimero de 
casos de obstrucao pés-operatéria é a sua 
principal causa. Recomenda que seja ado- 
tada a transfusao intraportal de sangue 


Future advancement in surgery is definitely linked with advancement of the 
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saturado de oxigénio e o uso intraintes- 
tinal de oxigénio no tratamento, 


RIASSUNTO 


Viene presentata una statistica delle oc- 
clusioni intestinali in Giappone. Notevoli 
progressi nella cura sono stati conseguiti 
negli ultimi 10 anni, e benché l’impiego del 
tubo intestinale non sia ancora generaliz- 
zato, i risultati nel loro complesso sono 
paragonabili a quelli ottenuti negli altri 
paesi. Viene segnalato anche il fatto che 
si é avuto un grande aumento nel numero 
dei casi di occlusione post-operatoria. 
L’autore raccomanda |’impiego di trasfu- 
sioni intraportali di sangue saturo di ossi- 
geno e l’uso dell’ossigeno intraintestinale. 


RESUMEN 


Se presenta una estadistica de la ob- 
strucci6n intestinal en el Japén. Durante 
los Ultimos diez afios el tratamiento ha 
progresado grandemente. Aun cuando la 
sonda intestinal no es frecuentemente 
usada en el Japon, los resultados terapet- 
ticos han mejorado en el mismo grado que 
en otros paises. En relacién con este pro- 
greso, el autor sefiala el hecho irénico de 
que en la mayoria de los casos, la causa es 
operatoria. Recomienda la transfusién 
intraportal de sangre saturada asi como 
el uso intraintestinal de oxigeno. 


science of physiology, and the surgeon of the future will think and operate along 


physiological lines more and more. 
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Chromoparasitic Verrucose 


Dermatitis (Phialophoromycosis) 


Surgical Treatment 


ROBERTO FARINA, M.D., F.I.C.S.* 
SAO PAULO, BRAZIL 


\ YERRUCOSE dermatitis is a disease 
of fairly infrequent occurrence, 
caused by fungi of the genus Phial- 
ophora belonging to the Hyphomycetes 
group, the primary infection having a 
saprophytic origin. 

With regard to the classification of fungi 
that cause the disease, Langeron,! an au- 
thority on the subject, expresses the fol- 
lowing opinion: “En résumé, un seul type 
de champignon, pouvant présanter 4 la 
fois ou séparement les trois états, Hormo- 
dendrum, Trichosporium (Acrotheca) et 
Phialophora, est l’agent des chromomy- 
coses. Ces affections, tout en étant assez 
rares, ont une trés large distribution géo- 
graphique, Continent américain (Etats- 
Unis, Brésil, Uruguay; Argentine, Costa 
Rica, Guatemala), Porto Rico, Algérie, 
Russie, Japon, Java, Sumatra et peut-étre 
Guinée francaise et Thodésie. 

“C’est un parfait example de réduction 
morphologique parasitaire (formes fum- 
goides) et de polymorphisme saprophy- 
tique (trois formes conidiennes pouvant 
coéxister). Elles démontrent aussi a |’evi- 
dence l’origine saprophytique de cette 
mycose, maladie forestiere mondiale.” 

Farm workers are most liable to this 
disease, the infection, which takes place in 
small lacerations of the skin (cuts) 
through which the fungi penetrate. Con- 
sequently, this type of mycosis is likely to 
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occur mostly in the foot, leg and thigh and 
later in the hand, forearm and arm.? Fa- 
cial (Kano’s case*) and _ thoracic-facial 
involvement (Pereira’s case‘) are rarer; 
conjunctival involvement is exceptional.’ 


This clinical entity is still known as 
chromomycosis, black blastomycosis, es- 
pundia, “figueira” (fig tree), “sundo,” or 
any of several other names. As is indicated 
by the title of this paper, it has an anti- 
unesthetic and disagreeable appearance, 
and, although it has no direct influence on 
the sufferer’s general state of health, it 
has attracted the attention of specialists.® 


The histopathologic picture of chromo- 
parasitic verrucose dermatitis varies 
widely and is not typical of the disease.? 
A clinicodermatologic examination alone 
is not sufficient to confirm the diagnosis. 
In fact, a large number of dermatoses 
have a clinicodermatologic appearance 
similar to that of the disease under con- 
sideration — leishmaniosis, blastomycosis, 
sporotrycosis, tuberculosis, chancre and 
syphilis. The diagnosis is correct only 
when the parasite has been discovered 
either by direct examination or by culture. 
The microscopic picture of the disease’ is 
made up of dermal and epidermal altera- 
tions. There is hyperplasia of the epider- 
mis, with hyperacanthosis, hyperkeratosis 
and granulosis. In the derma one observes 
papillomatosis, as well as micro-abscesses 
with polymorphonuclear leukocytes and 
eosinophils. The parasites, isolated or in 
groups, are located among giant cells of 
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the Langhans type or among neutrophils.° 

Apart from medical means used in the 
treatment of this disease, all of which are 
highly precarious, one must say that sur- 
gical means, being moré radical, have con- 
tributed most efficiently toward curing 
verrucose dermatitis. Accordingly, the 
following methods have been indicated: 
exeresis of the lesions with an ordinary or 
an electric scalpel or by simple electro- 
coagulation,’ as well as actual amputation 
of the diseased limb. The first two meth- 
ods have a disadvantage in that they leave 
large raw areas when the lesions are ex- 
tensive, and this alone is a contraindica- 
tion; amputation, for reasons based on 
etiologic and pathologic grounds, is not 
indicated, even when the entire tegument 
of the limb is affected. 

The method I use is confined to an ample 
electrosurgical exeresis of the lesions, fol- 
lowed by a free skin graft. This treatment 
was suggested by a histologic study of the 
lesions. 

According to the majority of writers on 
the subject,!! the disease is strictly local- 
ized in the skin and subcutaneous cellular 
tissue. The involvement of other cutane- 
ous areas is effected contiguously or 
through the lymphatic system. When ef- 
fected through the lymphatic system, it 
usually reaches the adjacent zones—only 
rarely the distant ones. 

Furthermore, involvement of an area 
at a distance has a regional character. The 
infection is seldom propagated by the 
lymphatic system from the original lesion, 
and does not become generalized by means 
of either hematogenic or auto-inoculative 
spread. Tibirica™» appears to have found 
parasites in the muscular tissue. Aleixo!* 
has expressed the opinion that the disease 
can go straight to the natural cavities and 
injure the organs contained therein. 

Now, considering that the presence of 
the parasite outside the skin and subcuta- 
neous tissues is exceptional and even 
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course of action: mass removal of the af- 
fected skin from the pathologic limb, with 
the aponeurosis as the limit. In the same 
operative session, I repaired an extensive 
loss of substance by a free skin graft of 
the superficial intermediary type. This 
treatment, moreover, is the same as that I 
have been advocating for some years 
past.?? 

Operations were performed on 5 pa- 
tients, all with leg ailments. Special anes- 
thesia was used. 


REPORT OF CASES 


CASE 1.—A. A. C., a married Negro Bra- 
zilian farm worker aged 39, of Tupassiguara, 
State of Minas Garais, had verrucose derma- 
titis. Culture of the parasite classified it 
under the Phialophora species. (Patient re- 
ferred by Dr. Carruti). — 

CasE 2.—J. P. O., a white married Bra- 
zilian farm worker 65 years old, of Bariri, 
stated that the ailment had begun on his left 
foot twelve years earlier. Histopathologic ex- 
amination confirmed the diagnosis of chromo- 
mycosis. Culture of the parasite classified it 
under the Phialophora genus sp. (Patient re- 
ferred by Dr. C. S. Lacaz). 

CASE 3.—J. S., a white married Austrian 
workman 59 years old, of Casa Verde, Sao 
Paulo, had had verrucose lesions on the right 
leg for ten years. Direct examination re- 
vealed chromomycosis. Histopathologic ex- 
amination confirmed this diagnosis; culture 
of the parasite classified it under the genus 
Hormodendrum. (Patient referred by Dr. G. 
V. Curban). 

CASE 4.—B. M. S., a white married Bra- 
zilian farm worker, 48 years old, had had 
verrucose lesions on the left foot and leg for 
more than twenty years. Direct examination 
revealed chromomycoses. No culture was 
made of the parasite. (Patient referred by Dr. 
H. Zilberberg). 

CASE 5.—A. M., a white married Bra- 
zilian housewife 40 years old, of Assis, State 
of Sao Paulo, had had verrucose lesions on 
the posterior aspect of the lower third of the 
right leg for ten years. Direct examination 
revealed the presence of the parasite, no cul- 
ture having been made. (Patient referred by 
Dr. L. D. Petricio). 
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FARINA: VERRUCOSE DERMATITIS 


Fig. 1. — A, B, C, D and E, chromomycosis of lower limbs before and after operation (see text). 


Local Physical Examination.—In every 
one of the cases dermatitis was morpho- 
logically characteristic, with verrucose le- 
sions predominating. Between the lesions, 
in some instances, were islands of sound 
whole skin. The lesions were spread over 
all parts of the lower limb, from the foot 
upward, almost reaching the thigh. 


Symptoms and Signs. — These were 
scarce. Some patients complained of a 
burning (sic) at night and a certain ardor 
on deambulating the diseased leg. The 
vegetating lesions bled easily at the least 
trauma. No ganglionic reaction was evi- 
dent, although this customarily appears 
when there is secondary infection. In the 
cases reported, no lymphangiitis and no 
lymphedemic phenomena were noted. 


RESULTS AND COMMENT 


Successful results were generally ob- 
tained by surgical treatment. The burning 
sensation in the diseased limb and the 
ardor on deambulation completely disap- 


Fig. 2.—Chromomycosis of buttocks, before and 
after operation. 
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peared. The cosmetic appearance was sat- 
isfactory. 

I am convinced, therefore, that this 
surgical technic represents a contribution 
to the effective treatment of verrucous 
dermatitis. Obviously, treatment with 
iodates should be given simultaneously, so 
as to activate any focus more or less deep- 
ly embedded that might otherwise escape 
the surgeon, and thus prevent a relapse. 
In 1 case of my own (patient J. P. C.) a 
small nodule appeared in the transplanted 
tissue six months later. In performing de- 
cortication, some remnant of pathologic 
tissue was probably left, and this produced 
the recurrent nodule. The patient refused 
a second operation; only medical treat- 
ment, therefore, was employed. 


SUMMARY 


The author presents 5 cases of chromo- 
parasitic verrucose dermatitis (phialoph- 
oromycosis) of the lower limbs, treated as 
the limit. The resulting extensive loss of 
substance is repaired with a free skin 
graft placed directly over the aponeurotic 
plane. The author concludes that, when 
confronted with the possibility of a re- 
lapse, one should apply joint treatment 
with iodates and repeat the surgical pro- 
cedure. He describes cursorily the etipath- 
ogenesis of the disease, synonymy, locali- 
zation, symptoms, diagnosis and prognosis. 
He states that the dermatologic chart is 
not sufficient for a diagnosis. One must 
(1) make a direct search for the parasite 
between the lamina and laminula in the 
substance withdrawn from the lesions; 
(2) study the fungus by culture, which 
enables one to identify it, and (3) make a 
histopathologic examination when other 
proofs have failed. 


ZUSAMMENFASSUNG 


Der Verfasser berichtet iiber fiinf Falle 
von chromoparasitarer verrukéser Derma- 
titis (Phialophoromykose) der unteren 
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Gliedmassen, die radikal behandelt wur- 
den. Der entstehende umfangreiche Sub- 
stanzverlust wird durch ein freies Haut- 
transplantat ersetzt, das direkt auf die 
Flaiche der Aponeurose aufgesetzt wird. 
Der Verfasser kommt zu der Schlussfolge- 
rung, dass in Fallen eines méglichen Riick- 
falls eine Behandlung mit Jodpraparaten 
und gleichzeitiger Wiederholung des chi- 
rurgischen Eingriffs angewandt werden 
sollte. Er beschreibt in grossen Ziigen die 
Atiologie und Pathogenese der Krankheit, 
ihre Nomenklatur, Lokalisation, Symp- 
tome, Diagnose und Prognose. Er bemerkt, 
dass das dermatologische Bild fiir die 
Diagnosestellung nicht ausreicht. Es ist 
notwendig, 1) in dem aus den Krankheits- 
herden gewonnenen Material direkt nach 
dem Parasiten zu suchen, 2) Kulturen zu 
studieren, an denen man den Pilz erkennen 
kann und 8) histopathologische Unter- 
suchungen anzustellen, wenn andere Wege 
des Nachweises versagen. 


RESUMEN 


El] autor presenta 5 casos de dermatitis 
verrucosa cromoparasitaria (fialoforomi- 
cosis) de los miembros inferiores tratados 
al maximo. La grand pérdida de subtsan- 
cia que se produce se repara por medio de 
un injerto colocado directamente sobre el 
plano aponeurético. E] autor concluye que, 
cuando se plantea la posibilidad de reci- 
diva, se debe utilizar tratamiento coadqu- 
vante con yoduros y ademas repetir el 
procedimiento quirtrgico. Describe la 
etiopatogenia de la enfermedad, su sino- 
nimia, localizacién, sintomas, diagndéstico 
y prondstico. Establece que la imagen der- 
matologica no basta para el diagndéstico. 
Eiempre se debe hacer: (1) La investiga- 
cién directa del parasito entre la lamina y 
la laminula, en la substancia procedente de 
las lesiones. (2) El estudio del hongo por 
cultivo lo cual permite identificarlo y (3) 
El examen histopatolégico, cuando las 
pruebas anteriores han fallado. 
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RESUME 


- 


L’auteur présente 5 cas de dermatite 
verruqueuse chromoparasitique (phialoph- 
oromycosis) des jambes traités jusqu’a 
la limite. La perte extensive de substance 
est restaurée par greffon libre de peau, 
placé directement zur la surface aponévro- 
tique. L’auteur conclut qu’en cas de réci- 
dive on devait appliquer un traitement 
combiné de jode et répétion de la procé- 
dure chirurgicale. Il décrit brévement la 
pathologie étiologique de la maladie, syno- 
nyme, localisation, symptomes, diagnostic 
et prognostic. I] constate que l’aspect der- 
matologique ne suffit pas pour le diagnos- 
tic. Il faut 1) faire la recherche directe du 
parasite entre la lamine et laminula de la 
substamce prise de la lésion. 2) étudier le 
parasite en culture, ce qui permet son iden- 
tification et 3) faire un examen histo- 
pathologique, si les autres méthodes étaient 
insuffisantes. 


SUMARIO 


O autor apresenta cinco casos de derma- 
tite verrucosa cromoparantica (phialo- 
phormycosis) dos membros inferiores, 
tratados cirurgicamente por ampla remo- 
cao das lesdes com o plano aponeordtico 
como limite. A resultante extensiva perda 
de substancia é reparada com um enxerto 
de pele livre colocado diretamente sdbre 
o plano aponeorotico. O autor conclui que, 
quando exista a possibilidade de um fra- 
casso, deve-se fazer tratamento com iode- 
tos e repetidos processos cirurgicos. O 
autor descreve minunciosamente a etiopa- 
togenia da doenca, sinonimia, localizacao, 
sintomas, diagnésticos e progndéstico. De- 
ve-se (1) fazer uma pesquiza direta da 
substancia retirada da lesfo e colocada 
entre a lamina e laminula; (2) estudar o 
fungus de modo a identifica-lo e (3) fazer 
um exame histopatologico quando outras 
provas falharem. 


FARINA: VERRUCOSE DERMATITIS 


RIASSUNTO 


L’autore presenta 5 casi di dermatiti 
verrucose cromoparassitiche (fialoforomi- 
cosi) degli arti inferiori trattati chirur- 
gicamente con ampia rimozione delle lesi- 
oni fino alla fascia aponeurotica. La vasta 
perdita di sostanza che ne riporta viene 
ricoperta con un innesto libero di cute ap- 
plicata direttamente nella fascia aponeu- 
rotica. L’autore conclude che in rapporto 
alla eventualita della recidiva si pud asso- 
ciare il trattamento iodico ed eventual- 
mente un reintervento. Egli descrive rapi- 
damente |’etiopatogenesi della malattia, la 
localizzazione, i sintomi, la diagnosi e la 
prognosi. Occore 1) fare una diretta ri- 
cerca del parassita al microscopio sulla 
sostanza prelevata dalla lesione; 2) studi- 
are il fungo e identificarlo e 3) fare un 
esame istopatologico qualora abbiano fal- 
lito le altre ricerche. 
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Serious note was taken by sixteenth-century English surgeons of the possibility 
that a cadaver presented for dissection might suddenly come to life again. Witness 
the following notice in the Minutes of the Court of Assistants (sic) on July 13, 
1587: 


“Item. Yt ys agreed, that yf anie bodie wch shall, at anie tyme here after, happen 
to be brought to our Hall, for the intent to be wrought upon by Thanathomistes 
of our Companie, shall revyve or come to lyve agayne, as of late hath ben seene, 
The charges aboute the same bodie, so revyvinge, shal be borne, levied, and 
susteyned, by such Pson or Psons, who shall happen to bringe home the Bodie, 
and further shal abide suche order or Ffyne, as this House shall awarde.” 
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Total Pancreatectomy 


ICHIO HONJO, M.D., F.I.C.S. 
KYOTO, JAPAN 


HAVE been studying total pancreatec- 
| tomy with special emphasis on post- 

operative complications and the means 
of preventing them. 

Having performed 8 total pancreato- 
duodenectomies (one of the patients is liv- 
ing a healthy life at the time of writing, 
three years after the operation) I am con- 
vinced that this operation may well be 
more widely applied to man. My results 
imply the important physiologic criteria 
that cannot be deduced from knowledge of 
partial pancreatectomy. 

Furthermore I have performed a num- 
ber of experimental investigations on the 
dog (total pancreatectomy with and with- 
out duodenectomy, ligation of the pancre- 
atic duct, and other procedures) and com- 
pared the data so obtained with those on 
total pancreatoduodenectomy in man, 

I shall avoid well-known facts that have 
already been clarified by other authors, 
and report only the data which concern 
urgent and important problems related 
directly to the life of the patient. 

1. Efficiency of the Gastrointestinal 
Tract After Total Pancreatoduodenectomy. 
—In operating on human patients, I make 
it a rule to do total pancreatectomy com- 
bined with resection of the duodenum, be- 
cause there is the possibility of necrosis of 
the duodenal wall if one tries to resect the 
pancreas alone. Moreover, in case of can- 
cerous disease, total pancreatoduodenec- 
tomy is preferable as being more radical. 

In my experiments on dogs, in order to 
evaluate the efficiency of the gastrointes- 
tinal tract, I adopted the digestion and 
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absorption test, determining the amounts 
of organic constituents (protein, fat and 
carbohydrate) in the feces as compared 
with those of the ingested food, and calcu- 
lated the approximate percentage of food 
utilized. 

After the operation the digestion was 
found to be so heavily impaired that the 
feces resembled vomitus and were greatly 
increased in volume. 

In spite of the administration of pan- 
creatin together with methionine, the ab- 
sorption rate revealed a marked fall. That 
is, the absorption rate of carbohydrate 
dropped about 20 per cent and that of pro- 
tein about 54 per cent. 

As regards fat, the rate of absorption 
differed considerably in different dogs and, 
in the worst cases, turned out to be nega- 
tive indicating that part of the fat in the 
feces is a product of endogenous excretion. 
I tried, therefore, to calculate the average 
absorption rate of fat by recording the 
total fat intake, together with the fat in 
the feces, in all the animals investigated. 
The result showed that the average rate 
of fat absorption dropped about 68 per 
cent. 

In experiments in which pancreatin and 
methionine were not given, even lower 
values were obtained. 

In man, in my series, the digestion and 
absorption test was done in 3 cases after 
the operation. 

Although the average absorption rate of 
protein and fat dropped 25 per cent and 
43 per cent respectively, it is remarkable 
that the rate of carbohydrate preserved 
almost the normal value. 

From these data it is reasonable to pre- 
sume that man retains a much better 
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capacity for absorption after total pancre- 
atoduodenectomy than does the dog. ~ 

I investigated also the capacity of ab- 
sorption one year after the operation and 
compared it with the average value ob- 
served relatively soon after the operation. 
There was no appreciable difference be- 
tween the two. I do not expect, therefore, 
that the postoperative absorption capacity 
may recover by compensatory functioning 
of the other organs. 7 

2. Development of Fatty Liver After 
Total Pancreatoduodenectomy.—Some au- 
thors have reported that remarkably fatty 
livers usually developed after total pan- 
createctomy in dogs and that the dogs died 
of severe disturbances of liver function. 
It was also reported that after the opera- 
tion there occurred a striking reduction in 
the amount of esterified cholesterol in the 
serum, even to zero. If these phenomena 
in the experiments on dogs are also true 
of human patients, one must hesitate to 
carry out this sort of operation in clinical 
practice. 

I wish to note here that the fatty liver 
I have mentioned is not the kind that ap- 
pears in all cases soon after the operation 
and has its origin in postoperative dia- 
betes mellitus. The fatty liver here re- 
ferred to is the one that appears about six 
weeks after the operation notwithstanding 
the administration of insulin. 

a. Totally Pancreatoduodectomized Dog: 
With Administration of Pancreatin and 
Methionine. Under administration of 5 
Gm. of pancreatin and 2 Gm. of methio- 
nine per day, 6 animals survived for more 
than six weeks. The cholesterol ester ratio 
was maintained within the normal range 
throughout the operative course in all ani- 
mals except one. 

Without Administration of Pancreatin 
and Methionine. In dogs to which pancre- 
atin and methionine were not administered 
the serum cholesterol-ester ratio fluctuated 

widely, but there was no tendency toward 
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gradual decline in its value. Fatty liver 
was observed in only 1 dog out of 6 at 
autopsy. 

b. Totally Pancreatoduodenectomized 
Man: The ester-cholesterol ratio was de- 
termined in 8 cases for a long period after 
the operation. 

The first patient is still living three 
years after the operation and is in satis- 
factory condition without any medication 
except insulin. The serum cholesterol-ester 
ratio has been within the normal range 
throughout the postoperative course; con- 
sequently, there seems to be no possibility 
that fatty liver will develop. 

The second patient has been suffering 
from obstructive jaundice of three months’ 
duration and showed a marked disturb- 
ance of liver function at the time of ad- 
mission. After the operation the serum 
cholesterol-ester ratio returned to normal 
and maintained its level for about thirty 
weeks. Because of the progress of hepatic 
cirrhosis, severe infection of the biliary 
ducts and the development of jejunal ulcer, 
however, the serum cholesterol-ester ratio 
began to fluctuate and gradually decrease, 
and the patient died one year after the 
operation. 

The third patient died of gradually in- 
creasing anorexia and emaciation five 
months after the operation, in spite of the 
administration of methionine, Vitamin B,, 
and folic acid. The serum cholesterol-ester 
ratio began to decrease when the general 
condition deteriorated. At autopsy gener- 
alized tuberculosis was observed, with the 
formation of caverns in the left lung. 

Fatty liver was observed in only 1 case, 
the last, but I could not detect any trace 

of fat accumulation in the other case and 
in 3 more cases in which the livers were 
examined at autopsy. Thus, fatty liver was 
observed in only 1 patient out of 6 who 
survived more than one month after total 
pancreatoduodenectomy. 
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These facts indicate that diet may play 
an important role in the pathogenesis of 
postoperative fatty liver. 

Since man retains a much better post- 
operative capacity for absorption than 
does the dog, it is reasonable to presume 
that the risk of developing fatty tissue in 
man must be much less than in the dog. 

Although I encountered fatty liver in 1 
case, the patient in this case, as has been 
stated, died of the aggravation of tubercu- 
losis. It has been generally accepted that 
fatty liver is apt to develop in certain cases 
of tuberculosis. One cannot, therefore, 
ascribe the occurrence of postoperative 
fatty liver solely to removal of the pan- 
creas. 

It would appear, therefore, that total 
pancreatoduodenectomy does not result in 
the development of fatty liver in man un- 
less severe complications take place; in 
other words, the fatty liver develops post- 
operatively only in exceptional cases. 

1. Blood Sugar Level and Insulin Sensi- 
tivity After Total Pancreatectomy: Insulin 
Dose.—It has been pointed out by some 
authors that for totally pancreatectomized 
dogs the dose of insulin should be reduced 
day by day after the operation, in order 
to prevent hypoglycemia. They have in- 
terpreted this phenomenon directly as the 
increase of sensitivity of animals to insu- 
lin and also have stated that this sensitiv- 
ity is a characteristic sign of the develop- 
ment of fatty liver. 

(a) Totally Pancreatectomized Dog: In 
my experiments, I injected a certain 
amount of insulin daily to keep the fasting 
blood sugar level at about 200 mg. per kil- 
ogram in the early morning. 

I observed, under this condition, 26 dogs 
for more than three weeks after the oper- 
ation. In this series it was necessary to 
reduce the insulin dose for only 6 animais, 
i.e., about 20 per cent of all the dogs in- 
vestigated. Moreover, fatty liver devel- 
oped in only 1. 
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It seems, therefore, incorrect to explain 
this phenomenon solely on the basis of 
fatty liver, 

(b) Totally Pancreatoduodenectomized 
Man: I have encountered 6 patients whose 
levels of blood sugar were investigated for 
more than one month after the operation. 
One patient, who is still enjoying good 
health three years after the operation, has 
been constantly taking about 30 units of 
insulin per day, with no sign of hypogly- 
cemia. 

Summarizing the data on the other pa- 
tients, I was led to reduce the dose of in- 
sulin when the patient was attacked by 
severe complications (jejunal ulcer, severe 
infection of the biliary ducts, hepatic cir- 
rhosis, recurrence of cancer, aggravation 
of tuberculosis, etc.) and lost his appetite. 
If the patient had a good appetite and was 
not afflicted with any severe complications, 
I observed that there was no need to re- 
duce the dose. 

These observations on man indicate that 
the amount of insulin administered need 
not be reduced after total pancreatoduo- 
denectomy as long as an adequate food 
intake is maintained. 

2. Insulin Test.— I used the insulin test 
to estimate the sensitivity of the body to 
insulin at a certain point of time. 

(a) Totally Depancreatized Dog: I in- 
jected intravenously, into a totally depan- 
creatized dog in a state of fasting, a cer- 
tain amount of insulin, and then recorded 
the blood sugar level at certain intervals 
for four hours after the injection. The 
time required to reach the lowest level be- 
came much longer. Also the time required 
for return to the previous level was pro- 
longed beyond that recorded for normal 
dogs. 

From determination of the assimilation 
index, which has been said to supply a nu- 
merical index of the grade of sensitivity, I 
have learned that the index was lower for 
totally depancreatized dogs than for nor- 
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mal ones; that is to say, the degree of insu- 
lin sensitivity was decreased after the 
operation. On this point I am obliged to 
correct my former idea, 

(b) Totally Pancreatoduodenectomized 
Man: In man, I injected insulin subcuta- 
neously and measured the level of blood 
sugar as aforedescribed. I was able to 
carry out this test several times on the 
same person at various intervals after the 
operation. 

The blood sugar curves thus obtained 
were quite similar to one another and 
showed a unique figure as compared with 
the curves for a normal person. In other 
words, although the velocity of the de- 
crease in blood sugar was slight, the blood 
sugar level fell steadily, and sometimes 
there were signs of hypoglycemia. 

From determination of the assimilation 
index, I have observed that the patient be- 
came somewhat insensitive to insulin, in 
quite the same way as did the dog. In spe- 
cial circumstances, such as a state of fast- 
ing, both man and dog sometimes show 
symptoms of hypoglycemia after an insu- 
lin injection. 

Since hypoglycemia after an insulin in- 
jection does not occur in normal persons, 
one is apt to misinterpret this phenomenon 
as caused by the increase of insulin sensi- 
tivity in totally depancreatized persons. 

3. Appearance of Anterior Lobe of Pitu- 
itary Gland After Total Pancreatectomy. 
—In order to investigate the disturbed 
balance of postoperative sugar metabolism 
precisely, I have attempted to examine the 
histologic data on the anterior lobe of the 
pituitary gland, which is considered to 
have the most intimate relation to the pan- 
creas with regard to sugar metabolism. 

Using Creazan’s staining method, I 
calculated the number of cells of each type 
in the anterior lobe of the pituitary gland 
after the method of Rasmussen. In this 
way I determined the ratio of the number 
of eosinophils and basophils to that of 
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chromophobic cells. Comparing the ratios 
for totally depancreatized dogs with those 
for normal ones, I observed that both the 
eosinophils and the basophils showed a re- 
markable reduction in number after the 
operation. 

In man, I had the chance to examine the 
pituitary gland histologically at autopsy. 
From this material I could deduce that the 
number of eosinophils and basophils were 
considerably reduced in man, as well as in 
the dog. 

These observations of the pituitary 
gland undoubtedly indicate that the endo- 
crine function of this organ decreases in 
its activity. 

It has been generally pointed out that 
the amount of insulin required after total 
pancreatectomy is an unexpectedly small 
dose compared with that required in cases 
of endogenous diabetes mellitus. More- 
over, the genesis of insulin-resistant dia- 
betes mellitus is generally ascribed to 
hypofunction of the pituitary-adrenocor- 
tical system. It is natural, therefore, to 
suppose that the pituitary gland, which is 
regarded as the organ antagonistic to the 
pancreas with regard to sugar metabolism, 
will display its full effect after total pan- 
createctomy. One wonders, therefore, why 
a large amount of insulin is not used in 
the treatment of postoperative diabetes 
mellitus. 

This discrepancy will be solved by the 
fact that the endocrine function of the an- 
terior lobe of the pituitary gland is low- 
ered after total pancreatectomy, although 
the disappearance of another hormone of 
the pancreas, “glucagon,” must be taken 
into consideration. 

Postoperative decrease of insulin sensi- 
tivity can be explained by the fact that the 
numerically decreased, yet still existing 
chromophil cells will continue to perform 
their function when confronted with the 
absence of the pancreas. 

Postoperative hypoglycemia, which ap- 
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pears sometimes in a state of fasting of 
long duration, may be due to undernutri- 
tion in general, particularly in the liver, 
caused by the decreased efficiency of the 
gastrointestinal tract. Be that as it may, 
it has been ascertained by my study that 
the endocrine activity of the pituitary 
gland is lowered after total resection of 
the pancreas. At this point, one may say 
that a depancreatized dog spontaneously 
approaches the condition of Houssay’s 
dog, the severity of whose depancreato- 
genic diabetes mellitus was decreased by 
subsequent resection of the pituitary 
gland. 

4. Development of the Jejunal Ulcer 
After Pancreatoduodenectomy.—In totally 
pancreatoduodenectomized dogs jejunal 
ulcers are apt to develop, particularly in 
the neighborhood of the gastrojejunal 
anastomosis, and these dogs sometimes die 
of severe hemorrhage or perforation of 
the ulcer, 

I have encountered this kind of ulcer in 
a high percentage of instances—19 out of 
26 dogs suffered from ulcer formation. 


Thereupon I tried to obtain some fac- 
tors concerning the mechanism of ulcer 
formation after total pancreatoduodenec- 
tomy. I could not detect any difference 
between the dogs that were given pancre- 
atin and methionine postoperatively and 
those that were not. Also, the percentage 
of ulcer formation was not influenced sig- 
nificantly by either complete or incomplete 
resection of the stomach. 


Then I attempted to find some relation 
between the postoperative blood sugar 
level and the ulcer formation. In this ex- 
periment, although I tried to control the 
dose of insulin by determining the blood 
sugar level in a fasting state early every 
morning, this value fluctuated so widely 
throughout day and night that the dog 
was sometimes in a state of hypoglycemia. 

I therefore divided these dogs into two 
groups—those which showed no sign of 
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hypoglycemic shock throughout the post- 
operative course and those which did. As 
a result, I was able to determine that ul- 
cers developed in all dogs which exhibited 
hypoglycemic shock; the dogs in which 
ulcers did not develop belonged to the 
group in which hypoglycemic shock did not 
occur. 

To confirm this observation, I per- 
formed total pancreatectomy on dogs with- 
out resecting the duodenum, and divided 
these dogs into two groups, one of which 
was given a small dose of insulin to main- 
tain the blood sugar level constantly above 
normal; the other group was given a large 
amount of insulin, occasional hypogly- 
cemic shock being allowed. I observed 
that postoperative jejunal ulcer did not 
develop in the former group, although it 
developed in 33 per cent of the latter. 

These data indicate that, if one wishes 
to prevent the formation of jejunal ulcer, 
it is advisable to try to preserve the blood 
sugar level relatively high above the nor- 
mal value after total pancreatoduodenec- 
tomy. 

I ascertained, at autopsy, that a jejunal 
ulcer had formed in one patient of this 
series. 

5. Ascending Biliary Duct Infection 
After Choledochojejunostomy. — After 
total pancreatoduodenectomy, one must 
anastomose the common bile duct or the 
hepatic duct with the jejunum. I encoun- 
tered a severe ascending biliary-duct in- 
fection in 1 patient. After choledocho- 
jejunostomy performed on the dog, the 
gallbladder was usually filled with intes- 
tinal contents and looked like a focus of 
infection in the biliary duct system. 

Thereupon, I extirpated the gallbladder 
at the time of choledochojejunostomy on 
dogs and noted that the rate of infection 
of the biliary system was reduced from 73 
to 25 per cent. 

I then tried to investigate the functional 
activity of the gallbladder after choledo- 
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chojejunostomy, even if the gallbladder 
was infected only to a slight degree. As 
an indicator of the organ’s function I used 
the capacity for.concentration of bile. 

After ligation of the choledochus, the 
bile stagnates in the blood stream and the 
serum bilirubin level rises. If one extir- 
pates the gallbladder concurrently with 
choledochojejunostomy, the serum biliru- 
bin content rises much faster than before, 
because the capacity of the gallbladder for 
bile concentration is lost. By the use of 
this experimental method, one is able to 
estimate the bile-concentrating capacity of 
the gallbladder of a normal dog. 

Next I made the following experiment: 
First I performed choledochojejunostomy. 
Then, more than a month after the first 
operation, I reopened the peritoneal cavity 
and ligated the choledochus, determining 
the value for serum bilirubin. In this ex- 
periment, the serum bilirubin level rose 
much faster than in the previous one, de- 
spite the presence of the gallbladder. 


These results show clearly that the gall- 
bladder can no longer display its normal 
activity in the concentration of bile after 
choledochojejunostomy. Because of this 
fact, I propose that extirpation of the gall- 
bladder must be done concurrently with 
pancreatoduodenectomy, for the purpose 
of removing the focus of infection. 

6. Calcium Metabolism After Total Pan- 
createctomy.—I began a study of calcium 
metabolism after total pancreatectomy 
because I had encountered one case of post- 
operative tetany. 

I fed a test diet containing a certain 
amount of calcium both to normal dogs 
and to depancreatized dogs, and then com- 
pared the amount of calcium excreted in 
the feces of the two groups. I observed 
that the amount of calcium excreted in the 
feces of the depancreatized dogs increased 
noticeably, sometimes exceeding the in- 
take. Nevertheless, the serum calcium 
level was almost within the normal range 
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in the majority of depancreatized dogs. 
Moreover, the level of the diffusible serum 
calcium that probably is physiologically 
active was within an entirely normal range 
until nine weeks after the operation. Clin- 
ical signs of tetany, therefore, did not ap- 
pear in the depancreatized dogs through- 
out a postoperative course of that duration. 

Next I measured the amount of calcium 
contained in a rib of each dog at various 
stages after the operation. The amount of 
calcium contained in the rib of the depan- 
creatized dogs was from one-fifth to one- 
half less than the average normal amount, 
as observed for three to twelve weeks 
after the operation. Osteoporosis was ob- 
served at histologic examination. 

The reason for maintenance of the se- 
rum calcium level within the normal range 
despite the excretion of a large amount of 
calcium in the feces is probably the fact 
that the bone calcium was rapidly trans- 
ported to the blood stream, 

One patient in the series, as has been 
stated, revealed symptoms of tetany eight 
months after the operation and, at the 
same time, showed a marked decrease of 
serum calcium. This patient recovered, 
however, soon after an adequate intake of 
calcium was instituted. 

Since a human patient preserves a bet- 
ter level of efficiency of the gastrointes- 
tinal tract after total pancreatectomy than 
does a dog, one cannot discuss the calcium 
metabolism in man as analogous to that in 
dogs, the experimental animal. It is ad- 
visable, however, not to neglect the possi- 
bility of calcium deficiency in man after 
the operation. 


COMMENT 


To summarize these data on man and 
dog, I was able to prevent the development 
of fatty liver in the dog after total pan- 
creatoduodenectomy by the administration 
of pancreatin and methionine. Moreover, 
even when I did not give these drugs, I 
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recognized fatty liver in only 1 case out of 
6. Thus, in my experiments, fatty liver 
did not occur in dogs in such a high per- 
centage as that reported in the literature. 

One of the reasons for these discrepan- 
cies in the results may lie in the mode of 
feeding, because the animals were fed 
boiled rice and barley together with dried 
fish instead of raw lean beef and horse 
meat. 

SUMMARY 


The author presents a discussion of total 
pancreatomy, with emphasis on the pre- 
vention of postoperative complications. He 
points out the effect of this operation, and 
also of pancreatoduodenectomy, on man 
and on the experimental animal (the dog). 
Among the complications to be on one’s 
guard against are fatty liver, hypogly- 
cemia, insulin sensitivity, jejunal ulcer, 
ascending infection of the biliary ducts 
and disturbances of metabolic function. 


ZUSAM MENFASSUNG 


Der Verfasser erértert die totale Bauch- 
speicheldriisenresektion unter besonderer 


HONJO: TOTAL PANCREATECTOMY 


Beriicksichtigung der Verhiitung post- 
operativer Komplikationen. Er weist auf 
die Folgen sowohl dieser Operation als 
auch der Pankreatoduodenektomie am 
Menschen und am Versuchstier (Hund) 
hin. Zu den Komplikationen, vor denen 
man sich hiiten muss, gehéren Leberver- 
fettung, Hypoglykaimie, Insuliniiberemp- 
findlichkeit, Geschwiire des Jejunums, 
aufsteigende Infektionen der Gallenwege 
und Soffwechselstérungen. 


RESUME 


L’auteur présente une discussion sur une 
pancréatectomie totale en insistant sur la 
prévention des complications post-opéra- 
toires. II] souligne l’effet de cette opération 
ainsi que celle de la duodénectomie pan- 
créatique sur l’>homme et sur animal expé- 
rimental (chien). Parmi les complications 
auxquelles il faut prendre garde sont: foie 
graisseux, hypoglycémie, sensibilité insu- 
line, ulcére jéjunal infection montante des 
vaisseaux biliaires et troubles des fonc- 
tions métaboliques. 


At the time the doctrine of the circulation of the blood was finding acceptance, a 
countryman of Harvey, Richard Lower, was studying the heart and finding that it 
was a muscle and worked like one. Not long after Swammerdam had described 
red blood-cells, Sir John Floyer, of Staffordshire, began a scientific study of the 
pulse and invented an apparatus for timing the pulse; and shortly after Spallanzani 
demonstrated white blood-cells, Laénnec began listening to the heart with his 
stethoscope, and the whole era of physical diagnosis was in full swing. 
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Substitute for Stomach After Total 


Gastrectomy: Use of Right Half of Colon 


more deaths in the United States 

than any other primary malig- 
nancy. Three per cent of all deaths, 
amounting to 23,000 annually, are attrib- 
uted to this disease. Although the crux 
of the problem lies in earlier diagnosis, 
surgical efforts to improve these figures 
have been chiefly concerned with more 
radical resections. This has, of necessity, 
increased the frequency with which total 
gastrectomy is performed. Few will ques- 
tion the premise that total gastrectomy 
combined with splenectomy, omentectomy 
and wide resection of the lymphatic drain- 
age basins of the stomach fulfils the cri- 
teria of an adequate resection for cancer 
more nearly than does subtotal gastrec- 
tomy. The surgeon’s inability to replace 
the stomach satisfactorily, however, has 
seriously retarded the acceptance of total 
gastrectomy as the operation of choice for 
gastric cancer. 

Many procedures have been suggested to 
compensate for the loss of the stomach. 
Some of these are as follows: 

1. Esophagojejunostomy, end to side.? 

2. Esophagoduodenostomy, end to end.” 

3. Esophagojejunostomy, end to side, 
with duodenojejunostomy, end to side.® 

4. Esophagojejunostomy, end to side, 
with jejunojejunostomy.‘ 

5. Esophagojejunostomy, end to side, 
with “pantaloon” treatment of jejunum. 


G more cancer’ is responsible for 
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6. Interposition of an isolated jejunal 
segment between the esophagus and the 
duodenum.® 

7. Transposition of the right ileocolon 
between the esophagus and the duodenum.’ 

8. Esophagojejunostomy, end to end, 
with Roux en Y jejunojejunostomy.® 

9. Insertion of an isolated segment of 
transverse colon, either isoperistaltic or 
antiperistaltic, between the esophagus and 
the duodenum.!°® 

When so many methods have been sug- 
gested, it is apparent that no one proce- 
dure has been universally satisfactory. 
The chief disadvantages of esophagojeju- 
nostomy have been as follows: 

1. Severe “dumping” syndrome. 

2. Limited food capacity. 

3. Steatorrhea, with inadequate fat me- 
tabolism. 

4. Impaired protein metabolism, with 
negative nitrogen balance. 

5. Weight loss, leading to cachexia and 
even death. 

6. Anemia. 

All of these unfavorable features except 
anemia appear to have a mechanical ori- 
gin; either the new stomach has too small 
a lumen, or the food passes too rapidly 
through the small intestine to permit ade- 
quate digestion and absorption. The ane- 
mia following total gastrectomy, inciden- 
tally, can be satisfactorily managed by 
parenteral administration of the B-com- 
plex vitamins, including B-12 and iron. 


Theoretical Considerations. — Most in- 
vestigators are agreed that the viscus used 
to replace the stomach should be interposed 
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between the esophagus and the duodenum, 
for several reasons. First, this will allow 
free regurgitation of bile and pancreatic 
juice into the new stomach, which is a dis- 
tinct aid to digestion. Second, the food will 
not be swept out prematurely by lying dis- 
tal to the duodenum. Third, this obviates 
a side opening with the distressing reflux 
esophagitis that accompanies it. In addi- 
tion, the normal relations are preserved by 
having the new stomach lie between the 
esophagus and the duodenum. At present 
there are three technics that fulfil this cri- 
terion: 

1. Transposition of the transverse colon, 
either isoperistaltic or antiperistaltic 
(State). 

2. Isolated loop of jejunum (Longmire). 

8. Transposition of the right ileocolon 
(Hunnicutt). 

The capacity of the new stomach should 
also approximate that of the normal stom- 
ach, in addition to possessing some intrin- 
sic absorptive power. The terminal por- 
tion of the ileum and the right half of the 
colon fulfil these requirements to a sur- 
prising degree. I therefore carried out the 
Hunnicutt operation in 4 cases, which 
comprise the basis of this report. 

Preparation. — The patients were pre- 
pared as for resection of the colon—me- 
chanical cleansing with oral Neomycin 
the day prior to the operation. No intra- 
gastric suction was used. 

Operative Technic.—Through an upper 
abdominal midline incision, a wide resec- 
tion of the entire stomach, including por- 
tions of the terminal segment of the esoph- 
agus and the proximal duodenum, the gas- 
trohepatic, gastrocolic omenta and the 
spleen were carried out. The specimen was 
removed, after which the right half of the 
colon was freely mobilized to the midline. 
The mesentery was opened medial to the 
ileocolic and the right colic vessels, and 
these incisions extended to the bowel wall 
on the terminal portion of the ileum 20 cm. 
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proximal to the cecum and to the mid- 
transverse portion of the colon, with pres- 
ervation of the ileocolic and right colic 
vessels. The ileum and the colon were both 
divided, and an anastomosis was carried 
out between the proximal end of the di- 
vided ileum and the distal end of the di- 
vided colon. The isolated right ileocolic 
segment was then rotated medially and 
counterclockwise and the proximal trans- 
verse colon united, end to end, to the duo- 
denal stump. A third anastomosis between 
the esophagus and the ileum completed the 
transposition. All anastomoses were done 
with two rows of interrupted No. 35 stain- 
less steel wire. An antibiotic solution con- 
taining 1,000,000 units of penicillin and 1 
Gm. of streptomycin was instilled into the 
abdominal cavity, and the wound was 
closed with two rows of interrupted No. 
30 stainless steel wire, without drainage. 
Appendectomy was done in two cases. 
Results.— There were no operative 
deaths. There was 1 anastomotic leakage 
from the terminal portion of the esopha- 
gus, which defied several attempts at 
closure. A “gastrostomy” into the cecum, 
however, functioned sufficiently well to 
enable the patient to be ambulatory for 
seven months before succumbing to exten- 
sive recurrence of malignant disease in the 
epigastrium. In the other 3 cases the gas- 
tric substitute, although not ideal, func- 
tioned much better than any esophagojeju- 
nostomy I have observed. Food capacity 
was greater; the tendency to “dumping,” 
though present early, did not persist, and 
postoperative loss of weight was not 
marked. One patient died thirteen months 
after the operation, of recurrent malig- 
nant disease producing obstructive jaun- 
dice, but for twelve of those thirteen 
months he was essentially free of digestive 
complaints. On discharge from the hospi- 
tal, on the twefth postoperative day, he 
weighed 164 pounds (76.4 Kg.). Three 
months later he weighed 177 pounds (80.3 
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Kg.). The dextrose tolerance was normal, 
as were the serum protein level and the 
results of liver-function studies. 

The third patient entered the hospital 
weighing 110 pounds (49.9 Kg.), was dis- 
charged weighing 98 pounds (43.5 Kg.) 
and subsequently regained weight to 110 
pounds. He succumbed one year later to 
extensive pulmonary metastases, but with 
no evidence of digestive disturbance. 

The fourth patient is still living at the 
time of writing, eighteen months after the 
operation. Although he does not handle 
fats well, he is in positive nitrogen bal- 
ance and essentially free of complaints. 


COMMENT 


The mechanical capacity of the terminal 
portion of the ileum and the right half of 
the colon is ideal for use as a stomach. In 
addition, its great absorptive powers seem 
to be valuable, as is demonstrated by the 
normal dextrose tolerance curve obtained. 
With present-day adjuncts, the colon can 
be adequately prepared, and the operation 
is not technically difficult. At first thought, 
mobilization and transposition of the right 
half of the colon seems a bit drastic. The 
actual maneuver of mobilization, however, 
requires but a few minutes. The recon- 
struction involves three anastomoses, the 
same number of suture lines as if one 
closed the duodenal stump, and carried out 
an esophagojejunostomy with a comple- 
mentary enteroenterostomy. The total op- 
erating time varied from four to four and 
one-half hours in three cases. The patient 
in the fourth case had previously under- 
gone a short-loop gastroenterostomy which 
had to be resected, adding another anasto- 
mosis. The operating time in this case was 
six hours. My opinion is that the primary 
healing and good immediate function of all 
anastomoses is due in large part to the use 
of fine-gauge interrupted stainless steel 
sutures. In no case was preoperative or 
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postoperative intestinal intubation neces- 
sary. 

The terminal portion of the ileum and 
the right half of the colon were used in 4 
cases to replace the stomach after total 
gastrectomy. The initial results have been 
encouraging, and the author expresses the 
opinion that this technic deserves further 
trial. 


ZUSAM MENFASSUNG 


In vier Fallen totaler Magenresektion 
wurden der Endabschnitt des Ileums und 
die rechte Kolonhalfte als Magenersatz 
verwendet. Die anfanglichen Ergebnisse 
waren ermutigend, und die Verfasser 
glauben, dass weitere Versuche mit dieser 
Technik zu empfehlen sind. 


RIASSUNTO 


In quattro malati si usd la porzione ter- 
minale dell’ileo e la meta destra del colon 
per sostituire lo stomaco dopo una gas- 
trectomia totale. I risultati immediati 
sono soddisfacenti e l’autore ritiene il me- 
todo meritevole di applicazione. 


RESUME 


La portion terminale de l’ileum et la 
partie droite du colon furent employées 
pour remplacer l’estomac aprés gastrec- 
tomie totale 4 4 malades. Les résultats 
initiaux ont été encourageants et l’auteur 
est de l’opinion, que cette technique mérite 
d’étre employée plus souvent. 
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polypi in the duodenum is rare in 

comparison with its more common 
occurrence in the stomach and large bowel. 
Of the few cases in the literature for which 
there are pathologic reports, the presence 
of the lesions was suggested by routine 
roentgen examination or discovered dur- 
ing exploratory laparotomy. There are no 
characteristic clinical signs associated 
with polypoid adenomas occurring in this 
region, and in many instances the patient 
is entirely asymptomatic. 


Tvs occurrence of adenomatous 


REPORT OF CASE 


A 65-year-old white woman was first seen 
on Dec. 8, 1954, complaining that she had had 
“ulcer trouble” for thirty years. Formerly her 
distress had been characterized by spontane- 
ous episodes of dull to severe midepigastric 
pain, occurring without any pertinent relation 
to food or activity and lasting one or two 
hours. The pain was neither increased nor 
lessened in severity or frequency of onset by 
food, alcohol, alkalis or antispasmodics. The 
patient had noted many years earlier that she 
could lessen the incidence of these episodes by 
using laxatives daily. About ten years prior 
to this consultation she had a sudden massive 
hematemesis, necessitating transfusion of 
1,000 ce. of blood. She was maintained on an 
ulcer diet subsequently, but the epigastric 
pains continued to recur, though now charac- 
terized by nausea and vomiting one or two 
hours after meals. During the past two years 
there had been a decided increase in the fre- 
quency and severity of the pain, nausea and 
vomiting, with a time factor almost pathog- 
nomonic of peptic ulcer. 

The past history revealed toxemia forty-two 
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Hysterectomy and oophorec- 
tomy had been performed two years later. 
Cystic mastitis had occurred five years prior 
to examination, and hypertensive heart dis- 
ease with right hemiplegia three years later, 
with subsequent complete motor recovery. 
There was no pertinent history of food idio- 


years earlier. 


syncrasies, alcoholic indiscretion, venereal 
disease, jaundice or parasitic infestation. 

The results of general medical examination 
were entirely noncontributory. There was 
slight tenderness in the midepigastric region. 
The laboratory values were all within normal 
limits. Roentgen studies of the gastrointes- 
tinal tract revealed a well-circumscribed ir- 
regular filling defect in the second descending 
portion of the duodenum, proximal to the 
papilla of Vater. The roentgenologic impres- 
sion, as stated by Dr. Mark Lynton on the ba- 
sis of his observations, was that of benign 
tumor of the second. part of the duodenum, 
probably a polyp, to be differentiated from 
scarring due to duodenal ulcer. 

Laparotomy was done on Feb. 8, 1955. The 
second portion of the duodenum was opened 
longitudinally; the polyp was excised and the 
base ligated, and the duodenum was closed 
transversely. 

Pathologic Report: The gross specimen 
(Fig. 2) consisted of a piece of hemorrhagic 
tissue measuring 1.3 by 1.2 by 0.7 cm. in its 
greatest dimensions. On cross section it re- 
vealed gray-white and hemorrhagic tissue. 
The entire specimen was submitted for histo- 
logic study. 

Microscopic examination (Fig. 3) revealed 
polypoid formation covered by glandular epi- 
thelium. The underlying stroma showed hem- 
orrhage. The pathologic diagnosis was benign 
polyp. 

The interest of this case lies in the dura- 
tion of clinical symptoms. The patient 
dated her history to thirty years prior to 
the operation, when she noted dull, “achy” 


pain in the epigastrium. This lasted for 
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hours, often awakening her at night. 
There was no history of food allergies, no 
relief of symptoms from taking food or 
medication, no periodicity and no seasonal 
was obtained by 


factor. Apparently relief 
purging. 

This history is noteworthy in that it 
suggests peptic ulcer, yet reveals none of 
the periodicity, favorable response to 
medication, etc., that one would expect. 
According to the patient’s own account, 
she had lived with these symptoms for 
thirty years. Ten years prior to consult- 
ing me there had been a severe hemateme- 
sis, with melena of such severity that 
multiple transfusions were necessary. In 
addition to the suggestive history, this 
episode of massive bleeding would suggest 
bleeding peptic ulcer, malignant tumor, 
diverticula or varicosities; nevertheless, 
no surgical intervention had been per- 
formed. After this episode, nausea and 
vomiting occurred in a more or less 
chronic fashion. The vomitus contained 
undigested food and was preceded by 
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cramplike abdominal pain. Within the 
past two years, radiation of the pain and 
increase in its frequency, together with 
nausea and vomiting, caused the patient 
to seek surgical relief. The presence of a 
benign polyp in a 65-year-old woman 
whose symptoms were highly suggestive 
of a bleeding peptic ulcer is the basis for 
this report. 


COMMENT 


Benign polyps of the duodenum occur 
infrequently and are much less common 
than are similar lesions in the remainder 
of the gastrointestinal tract. The nonma- 
lignant neoplasms that occur in this region 
include polyps, fibromyomas, adenomas, 
endotheliomas, hemangiomas and _ fibro- 
mas. There are no clinical signs or symp- 
toms that are characteristic of these 
tumors; in many instances the patient is 
entirely asymptomatic, the tumor being 
discovered on routine roentgen examina- 
tion or during a laparotomy for some other 
condition. There may be symptoms sug- 


= 
| Fig. 1.—Roentgenograms of 65-year-old woman with an adenomatous polyp of the duodenum (see text). : 
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Fig. 8.—Low power (left) and high power (right) photomicrographs, revealing polypoid formation 
covered with glandular epithelium. Underlying stroma shows hemorrhage. 


Fig. 2.—Polyp removed from duodenum. Gross 

specimen, consisting of a piece of hemorrhagic 

tissue measuring 1.3 by 1.2 by 7 cm. in its greatest 

dimensions. The entire specimen was submitted 
for histologic examination. 
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gestive of peptic ulcer. In some instances, 


bleeding from the gastrointestinal tract is 
the sole manifestation. Obstruction may 
occur, particularly if there is intussuscep- 
tion. Vomiting and diarrhea are occasion- 
ally present. If the tumor is situated in 
such a position as to cause obstruction of 
the ampulla of Vater, jaundice and/or 
the manifestations associated with ob- 
struction of the pancreatic duct ensue. 


SUMMARY 


A case of benign polyp of the descend- 
ing portion of the duodenum, simulating 
bleeding peptic ulcer, is reported. The 
condition was diagnosed preoperatively 
by roentgen examination. The patient’s 
symptoms were relieved completely by re- 
moval of the polyp. 


ZUSAM MENFASSUNG 


Es wird iiber einen Fall von gutartigem 
Polyp im absteigenden Zwélffingerdarm 
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berichtet, der dem Krankheitsbild eines 
blutenden Geschwiirs ahnelte. Die Er- 
krankung wurde vor der Operation rént- 
genologisch erkannt. Die Krankheitser- 
scheinungen wurden durch Entfernung 
des Polypen véllig behoben. 


RESUME 


Le cas d’un polype bénigne de la portion 
déscendante du duodénum est reporté, qui 
simula un ulcére peptique, saignant. La 
diagnose était faite par l’examen radio- 
graphique avant l’opération. Le malade 
fut. complétement guéri par |’excision du 
polype. 

RIASSUNTO 


Viene riferito un caso di polipo benigno 
della seconda porzione duodenale simu- 
lante un’ulcera duodenale sanguinante. Fu 
possibile una diagnosi preoperatoria radi- 
ologica e si ottenne la guarigione completa 
mediante la asportazione del polipo. 


RESUMEN 


Se comunica un caso de un polipo beigno 
de la porcién descendente del duodeno que 


In the light of the recent tobacco-pulmonary carcinoma controversy it is inter- 
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simulaba una tlcera péptica sangrante. Se 
hizo el diagnéstico preoperatorio por me- 
dio de los examenes roentgenograficos. 
Los sintomas desaparecieron completa- 
mente después de la extirpacién del polipo. 
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esting to discover that a book was once published for the sole purpose of extolling 
the “vile weed” as a medicine! The author was the learned Dr. Everard of England, 
and the book appeared in 1659. Its title? “Panacea, or a Universal Medicine, 


Being a Discovery of the Wonderful Virtues of Tobacco.” 


56 
1 : 
y 
> 


Appendectomy Versus Hemicolectomy for the 
Colonic Type of Carcinoma of the Appendix 


WILLARD J. KISER, M.D., F.1.C.S., LAUREL G. CASE, M.D., 
LEO P. CAWLEY, M.D.,* AND BERT E. STOFER, M.D.** 


the appendix can be found in the lit- 

erature since 1882, when the first 
undoubted primary carcinoma was re- 
ported by Beger.! Recently various histo- 
logic types of appendiceal malignant 
lesions have been defined.2 Carcinoma, 
mucocele and colonic types have been sep- 
arately identified. The last-mentioned type 
is the least common.’ 

The clinical features of carcinoma of 
the appendix were well summarized by 
Norment! in 1932. A study of the litera- 
ture shows that several different proce- 
dures have been used in treatment of the 
colonic type of carcinoma of the appendix. 
It is the purpose of this paper to tabulate 
the acceptable cases, up to the time of 
writing, with reference to the surgical 
treatment; to add 1 case, and to evaluate 
hemicolectomy as the procedure of choice 
in this disease. 


G append reports of carcinoma of 


REPORT OF CASE 


O. M., a 51-year-old white woman, com- 
plained of pain under the right costal margin 
and in the right flank for three weeks before 
her admission to the hospital. The pain moved 
to the right side of the abdomen and became 
constant. It was not aggravated by food or 
exercise. There was no history of jaundice or 
fat intolerance. There was no nausea, vomit- 
ing, constipation or diarrhea. During the past 
few years the patient had had several severe 


*Resident in Pathology, Wesley Hospital, Wichita. 
**Pathologist, Wesley Hospital, Wichita. 
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attacks of backache and muscular spasm asso- 
ciated with an arthritic spine. There was no 
family history of cancer. 

Physical examination showed the patient to 
be in acute distress. Moderate tenderness and 
rigidity were elicited in the right upper and 
lower abdominal quadrants. No masses were 
palpable. Laboratory examination on admis- 
sion showed 3,790,000 red blood cells per cubic 
millimeter, with 68.6 per cent hemoglobin, and 
7,450 white blood cells per cubic millimeter, 
with 63 per cent polymorphonuclear leukocytes. 
The urine was normal except for a trace of 
albumin and 20 to 25 white cells per high power 
field. Roentgen study of the colon revealed 
moderate irritability of the descending and 
sigmoid portions of the colon, without evi- 
dence of any intrinsic lesion. Six days after 
admission an appendectomy was performed. 

The specimen received in the laboratory was 
an appendix measuring 9 by 0.5 cm. The sero- 
sal surface was smooth. The lumen was oblit- 
erated in the distal third of the organ. Fecal 
material filled the remainder of the lumen. 
The accompanying photomicrograph shows a 
section taken from the tip of the appendix. 
The tumor exhibited the pattern of an adeno- 
carcinoma of moderate malignancy. There 
was considerable fibrous tissue proliferation. 
The tumor completely replaced the mucosa and 
invaded the muscle, but did not extend to the 
serosal surface. 

Ten days after the pathologic report of ma- 
lignant tumor had been returned, a right 
hemicolectomy was done. No evidence of re- 
gional node involvement or peritoneal spread 
of the tumor could be discovered. The patient 
was discharged from the hospital in good con- 
dition. A checkup on Oct. 10, 1955, showed 
her well and free of disease, two years and 
seven months after hemicolectomy. 

The specimen from the second operation 
was a segment of colon and ileum. The colonic 
portion measured 20 cm. in length, the ileal 
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portion 15 cm. The serosa over both colon and 
ileum was smooth; the wall was of normal 
thickness, and the mucosa was uninvolved by 
tumor. The attached mesentery contained sev- 
eral palpable nodes, the largest 1 cm. in diam- 
eter. The site of the appendectomy was vis- 
ualized and appeared to be in the normal 
postoperative state. The specimen was cleared 
after the manner of Berlin and Brines.5 By 
this technic the lymph nodes were easily visu- 
alized. Twenty-nine nodes, measuring from 1 
to 6 mm. in maximum diameter after fixation, 
were obtained for section. Microscopic exam- 
ination failed to reveal any recognizable 
metastases. 

Material. — The literature on colonic 


type of carcinoma of the appendix has 
been documented by Lesnick and Miller 
and was included in their report of 1949.% 
Starting with this series, we have reviewed 
the literature and accumulated a total of 
42 cases, including the one here reported. 

All carcinoid tumors and all mucus-pro- 
ducing tumors that resulted in mucoceles 
have been excluded. An occasional colonic 
carcinoma included in the series has pro- 
duced mucus to a slight degree, but none 
has been productive of excessive mucus. 
When there was any question of cecal ori- 
gin, the case was excluded. 

Classification. — The cases so accumu- 
lated were divided into two major groups. 
Group I included those in which treatment 
consisted of appendectomy alone. Group 
II included those in which appendectomy 
was followed very shortly by hemicolec- 
tomy, with one exception—a case in which 
the lesion was treated by primary hemi- 
colectomy. 

Each group was subdivided into Stages 
1 through 4 on the basis of the tumor’s ex- 
tent as judged by both gross and micro- 
scopic examination, Cases in which the 
tumor was limited to the mucosa were 
classified as Stage 1; cases in which the 
tumor did not extend beyond the serosa of 
the appendix, as Stage 2, and cases in 
which the cecum, the regional nodes or the 
abdominal peritoneum was involved, as 
Stage 3. All cases of perforated appen- 
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Section from appendix, showing extent of involve- 
ment by colonic type of carcinoma. 


dixes with tumors were placed in the last- 
mentioned group. All cases in which the 
tumor extended beyond the limits men- 
tioned for Stage 3 were classified as Stage 
4. 

The cases so selected and classified are 
presented in the accompanying table. 
Seven of the 42 cases were not followed. 
In Cases 2, 16 and 25 the diagnosis was 
established by autopsy, operation having 
been contraindicated owing to the ad- 
vanced stage of the disease when the pa- 
tient was first seen. In Case 35 ileostomy 
was performed, further procedure being 
prevented by the appendeceal abscess and 
the advanced age of the patient. These 
have been excluded from the table. The re- 
maining 31 cases form the basis of this 
report. Two (Cases 14 and 39) have been 
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brought up to date by personal communi- 
cation with the authors. Although the se- 
ries is not large, we have been unable to 
find any other acceptable cases in the lit- 
erature. 


COMMENT 


Study of the table shows that in 13 out 
of 14 cases in which the tumor remains 
limited to the mucosa or the wall (Stage 1 
or 2) appendectomy-was adequate. Con- 
trary to previously expressed opinion,® 
appendectomy will not always prevent re- 
currence, as was demonstrated by Case 1. 
When only the appendix is available for 
study, absence of lymph node metastases 
cannot be assured. Therefore, as a factor 
of safety, appendectomy should be re- 
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served for cases in which the tumor is lim- 
ited to the mucosa (Stage 1) since in cases 
of tumor in the wall (Stage 2) there is a 
16.7 per cent recurrence rate for appen- 


dectomy alone. 
Reference to the table also shows clearly 


the advantage of hemicolectomy as op- 
posed to appendectomy when the tumor 
has progressed to the serosal coat or be- 
yond (Stages 3 and 4). There are 14 cases 
of Stage 3 and Stage 4 tumors in this se- 
ries. In half of these, appendectomy alone 
was performed. In the other half, appen- 
dectomy was followed almost immediately 
by hemicolectomy. In Case 4 primary 
hemicolectomy was performed. Of the pa- 
tients with tumors in Stages 3 and 4 who 
were appendectomized, 1 is dead of disease 


Comparative Results of Appendectomy and Hemicolectomy* 
Appendectomy 


Stage 1 


32 12 21 
Stage 2 
Stage 3 [14] 
Stage 4 30 40 
(13) 84 87 36 
Years followed | 2 4 5 5 to 10 Over 10 
Hemicolectomy 

Stage 1 39 
Stage 2 42 
Stage 3 8 

41 18 24 
Stage 4 

[24] 


Years followed 2 


*Numbers refer to cases as listed in references 
Not followed: 9, 10, 11, 15, 26, 27, 29 
Laparotomy only: 385 

Autopsy diagnosis: 2, 16, 25 

Dead with disease 

Primary hemicolectomy 

Living with disease 
Postoperative death 


+ 
( ) 


38 

28 
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at five years, 1 is living with disease, 4 are 
free of the disease, the longest of which is 


four years. There was 1 postoperative 
death. Of the hemicolectomized patients 
with Stage 3 and 4 tumors, 1 is dead at 
two years, 6 are living and well two to 
fourteen and one-half years. The average 
time free of disease for appendectomized 
patients is two years; for hemicolectomized 
patients, four and six-tenths years. 

In the 6 cases in which the tumors had 
gone beyond the mucosa (Stage 2), and 
were treated by appendectomy alone, 1 
was terminal at three years. Therefore, 
on the basis of current information, the 
surgeon who is content to perform only 
appendectomy and not follow it with hemi- 
colectomy in the presence of Stage 2 tu- 
mors is taking a 17 per cent chance of re- 
currence. 


SUMMARY 


Forty-two cases of the colonic type of 
carcinoma of the appendix, collected from 
the world’s literature, are reviewed and 
tabulated. All cases which were not oper- 
ated and followed are discarded. One ad- 
ditional case is reported, bringing the total 
number of cases suitable for review to 31. 
This series is grouped into those treated 
by appendectomy alone and those which 
had hemicolectomy. From the data ob- 
tained it appears that for all cases of 
colonic type of carcinoma extending be- 
yond the mucosa, the treatment of choice 
is hemicolectomy. 


RESUME 


Quarante deux cas du type colonique de 
cancer de l’appendice recueillis de la lit- 
térature du monde entier sont revisés et 
tablés. Touts les cas qui n’étaient pas 
opérés et suivis, furent exclus. Un cas 
additionel set reporté, ce qui reléve le 
nombre total des cas, aptes pour une ré- 
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vision, a 31. Cette série ets partagée en 
ceux, qui étaient traités seulement par 
appendectomie et ceux, qui avaient une 
hémicolectomie. 

Par les dates obtenues il parait, que 
pour les cas du type colonique d’un carci- 
nome, qui s’etend au déla de la muqueus e, 
la hémicolectomie est le traitement de 
choix. 


SUMARIO 


Quarenta e dois casos de carcinoma do 
tipo col6nico do appendice colecionados da 
literatura mundial sao revistos. 

Todos os casos que nao foram operados 
ou nao foram seguidos, foram despreza- 
dos. 

Um caso adicional é referido, elevando- 
se a 31, o numero total de casos revistos. 
Esta série sOdmente é dividida entre os 
tratados por apendicectomia e aqueles que 
sofreram hemicolectomia. Esta analise 
sugere que os casos de carcinoma do tipo 
colonico extendendo além da mucosa, o 
tratamento de escolha é hemicolectomia. 


ZUSAMMENFASSUNG 


Zweiundvierzig Falle von Blinddarm- 
krebs vom Typ des Kolonkarzinoms, die 
aus der Weltliteratur gesammelt wurden, 
werden untersucht und in tabellarischer 
Form zusammengestellt. Alle nicht ope- 
rierten und nicht nachuntersuchten Fille 
werden ausgeschieden. Nach Hinzufiigung 
eines eigenen Falles der Verfasser belauft 
sich die Gesamtzahl der fiir ein Studium 
geeignet erscheinenden Fille auf 31. Diese 
Krankheitsgruppe wird eingeteilt in Fille, 
die nur mit Resektion des Blinddarms und 
in solche, die mit Hemikolektomie behan- 
delt wurden. Die Untersuchung der vor- 
liegenden Angaben ergibt, dass fiir alle 
Falle vom Typ des Kolonkarzinoms, wo 
sich der Prozess iiber die Schleimhaut 
hinaus erstreckt, die Hemikolektomie als 
die Behandlung der Wahl anzusehen ist, 
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Genitourinary Surgery 


Induced Hydronephrosis to Expedite the 


in a minor calyx with an elongated 

narrow infundibulum has always pre- 
sented a difficult problem in surgical man- 
agement. The constricted infundibulum 
prevents digital palpation through a pye- 
lotomy incision, and instrumental palpa- 
tion of the calculus through such an 
exposure is extremely difficult and unsat- 
isfactory. The small size of the calculus 
militates against the success of multiple 
needling. Roentgenographic control at 
operation is time-consuming and fraught 
with error. In the past it has been neces- 
sary to utilize the extension pyelotomy of 
Marion, or even partial bisection of the 
kidney, in order to adequately explore the 
minor calyces adequately. In the manage- 
ment of small, relatively asymptomatic 
renal calculi a program of nonintervention 
is desirable, since one may hope that the 
calculus will become dislodged and assume 
a position in the ureter from which it can 
be removed without undue difficulty. 

The principle of “induced hydronephro- 
sis” has evolved from the observation 
that, shortly after obstruction of the ure- 
ter by a calculus, there developed a defi- 
nite hydronephrosis, which, if relieved 
within a short time, produced no evident 
renal destruction. It was considered justi- 


Th. small renal calculus incarcerated 
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Removal of Incarcerated Small Renal Calcult 


JOHN W. DORSEY, M.D., F.A.C.S., F.I.C.S. 
LONG BEACH, CALIFORNIA 


fiable to apply this alteration of renal 
hydrodynamics in reverse, and by ureteral 
blockade to produce a hydronephrotic 
change. This hydronephrosis would either 
release the small calculus incarcerated in 
the minor calyx or render exploration of 
the calyceal system a relatively simple, 
nontraumatizing procedure. 

The double-lumen McCarthy balloon 
catheter was used in the first 3 cases to 
produce the ureteral blockade. The me- 
chanical difficulties attending the use of 
this catheter were such that C. R. Bard, 
Inc., consented to manufacture the cathe- 
ter illustrated in Figure 1. This is an 8-F, 
double-lumen, spiral-tip balloon catheter. 
The butt is split to permit easy inflation 
of the balloon or the introduction of a con- 
trast medium into the renal pelvis. The 
balloon is located at the 7 cm. level to fa- 
cilitate introduction of the catheter past 
the lower ureteral segment. 

The solution used to inflate the balloon 
is a mixture of 20 per cent skiodan and 
indigo carmine. The use of contrast me- 
dium permits accurate roentgen determi- 
nation of the level and completeness of 
ureteral blockade. Indigo carmine is 
added to obtain evidence of any leakage 
in the system inflating the balloon. 

For retrograde studies a 2.5 per cent 
solution of Neomycin sulphate in skiodan 
was employed, as suggested by Roth, Hess 
and Kaminsky. 

Surgical Technic—In the presence of 
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infection the patient is given the most ap- 
propriate antibiotic or chemotherapeutic 
agent prior to and throughout the imme- 
diate postoperative course. A ureteral 
meatotomy is performed if deemed neces- 
sary, and the ureteral balloon catheter is 
advanced to the level of the renal pelvis. 
The balloon is positioned 3 to 5 cm. below 
the ureteropelvic junction, at which point 
it is inflated with 1 to 2 cc. of contrast me- 
dium. A scout film and a retrograde uro- 
gram are taken to determine the position 
of the calculus and the balloon with re- 
spect to the renal pelvis. Both segments of 
the ureteral catheter are then plugged. 
A recheck scout film and a retrograde 
urogram are taken in one hour to deter- 
mine the position of the calculus and the 
degree of hydronephrosis produced. This 
procedure is repeated at hourly intervals 
until the degree of hydronephrotic change 
necessary to permit surgical exploration 
has been attained (usually one to two 
hours). When this stage has been reached, 
the catheter is left in position with both 
segments occluded and the patient is 
taken to the operating room. The kidney 
is exposed, a pyelotomy incision is made 
and the calculus removed instrumentally ; 
or, if it is adherent to the calyceal mucosa 
as in Case 2, it is palpated digitally, fixed 
in position and removed through a small 
nephrotomy incision. The obstructing 


balloon is decompressed after removal of 
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the calculus, and the ureteral catheter is 


removed. 

In all cases the ureteropelvic junction 
is calibrated, and where obstruction is en- 
countered the necessary measures are 
taken to correct it. Nephropexy, nephros- 
tomy drainage and splinting ureteral 
catheters are utilized where indicated. The 
postoperative care is the same as that 
given after an ordinary pyelolithotomy or 
nephrolithotomy. 

Six cases are reported in abstract. 


REPORT OF CASES 


CASE 1.—A 30-year-old man complained of 
intermittent right renal colic with associated 
gross hematuria of six years’ duration, due to 
a small right renal calculus. A scout film 
(Fig. 2A) confirmed this diagnosis, and a 
right oblique retrograde urogram (Fig. 2B) 
revealed the plaquelike nature of the small 
calculus incarcerated in an inferior minor 
calyx with an elongated, narrow infundibulum. 
A double-lumen balloon catheter was advanced 
to the right renal pelvis and then withdrawn 
6 cm. to a position in the proximal portion of 
the ureter, and the balloon was inflated with 
2 cc. of water. A scout film (Fig. 2C) showed 
the calculus displaced to a position in the renal 
pelvis. An attempt to lead the calculus into 
the ureter by altering the position of the pa- 
tient met with failure, undoubtedly because of 
the plaquelike nature of the calculus. The bal- 
loon was then deflated and removed in the 
hope that returning peristalsis would carry 
the calculus into the ureter, but instead the 
calculus resumed its original position in the 


Fig. 1—F-8, double-lumen spiral-tip balloon catheter created by C. R. Bard, Inc. 
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Fig. 2 (Case 1).—A, scout film showing square calculus and balloon in pelvis. 
B, right oblique retrograde urogram shows plaquelike calculus. C, dislocation of 
calculus to renal pelvis. D, induced hydronephrosis with calculus free in pelvis. 


inferior minor calyx. The procedure was re- 
peated one week later, and the retrograde uro- 
gram (Fig. 2D) shows the degree of hydro- 
nephrosis attained with the calculus again 
displaced to a position in the renal pelvis. The 
calculus was quickly and easily removed 
through a small posterior pyelotomy incision. 

CASE 2.—A 49-year-old woman complained 
of localized intermittent pain in the right 
flank of five months’ duration. The renal colic 
was not initiated by posture but was alleviated 


by assuming the dorsal recumbent position. 
Excretory urographic study revealed a small 
calculus lodged in an inferior minor calyx of 
a ptotic right kidney. There was no evidence 
of parenchymal damage or obstructive uro- 
pathic disease. On the basis of the small size 
of the calculus and the paucity of symptoms 
the patient was advised to return in one year 
for reexamination. When next seen she com- 
plained of a progressive increase in the sever- 
ity, frequency and duration of the attacks of 
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pain in the right flank. Retrograde urograms 
revealed a slight increase in the size of the 
previously noted calculus, slight pyelectasis 
and complete retention of the contrast medium 
on the fifteen-minute delayed upright film. 
The scout film ¢Fig. 3A.) showed the balloon 
within the renal pelvis and a small shadow of 
calcific density overlying the lower pole of the 
right kidney. The preoperative retrograde 
urogram (Fig. 3B) showed an elongated nar- 
row infundibulum leading to the inferior 
minor calyx containing the small calculus. 
Figure 3C shows the balloon repositioned to a 
more favorable location to accomplish the 
ureteral blockade. Figure 3D, taken two hours 
later, showed the advanced hydronephrotic 
change, with dilation of the infundibulum 
leading to the inferior minor calyx containing 
the calculus. A digital examination through 
a pyelotomy incision quickly located the cal- 
culus in the dilated inferior calyx and fixed 
it in position. Through a small nephrotomy 
incision of the stab type the calculus was re- 
moved and the calyx curetted. A nephropexy 
was performed after a nephrostomy tube and 
two splinting ureteral catheters had been 
properly placed. 

CASE 3.—A 33-year-old woman had been re- 
peatedly admitted to various Army hospitals 
in the past six years because of chills, fever, 
and left renal colic of increasing frequency 
and severity. Preliminary study revealed mul- 
tiple small left renal calculi, as well as pyuria 
emanating from the left kidney. The scout 
film (Fig. 44) showed a cluster of small shad- 
ows of calcific density overlying the upper 
pole, and a tiny plaquelike shadow over the 
lower pole of the left kidney. The retrograde 
urogram (Fig. 4B) showed a cluster of small 
calculi located in a superior minor calyx with 
a constricted infundibulum, while the tiny 
plaquelike calculus was located in the fornix 
of an inferior minor calyx. The balloon, after 
being properly positioned, was inflated with 1 
cc. of contrast medium. A recheck retrograde 
urogram after an hour and a half (Fig. 4C) 
showed some dilation, but definite reflux of 
the medium around the balloon, indicative of 
inadequate filling and incomplete blockade. 
The balloon was redistended with 1.5 cc. of 
contrast medium. A retrograde urogram (Fig. 
4D), taken forty-five minutes later, showed 
excellent dilation of the calyceal system and 
complete ureteral blockade. Through a trans- 
verse pyelotomy incision the small plaquelike 
calculus measuring 3 by 2 by 1 mm. was re- 
moved from the inferior calyx with a Randall 
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stone forceps. The cluster of calculi in the 
upper pole was quite superficial, so the calyx 
was resected. The infundibulum appeared to 
be completely occluded. A nephropexy was 
performed. A retrograde urogram taken two 
months after the operation revealed no distor- 
tion of the calyceal system or recurrent cal- 
culus formation, and the pyuria has disap- 
peared. 

CASE 4.—A 47-year-old woman complained 
of four attacks of pain in the right flank, chills 
and fever in the four months prior to admis- 
sion. Excretory urograms taken by the refer- 
ring physician showed a calculus 1 by 0.5 cm. 
incarcerated in an inferior minor calyx of the 
right kidney. Excellent dilation of the caly- 
ceal system was accomplished in one hour and 
forty-five minutes. Only the posterior surface 
of the lower pole of the kidney and renal pelvis 
was mobilized. A pyelotomy incision revealed 
the calculus lying free in the renal pelvis. This 
case well illustrates the displacement of a cal- 
culus incarcerated in a minor calyx to a posi- 
tion in the .renal pelvis, where it can be re- 
moved with a minimal amount of renal trauma. 

CASE 5.—A 48-year-old man had had recur- 
rent pain in the right flank, chills, fever, 
occasional gross hematuria and _ persistent 
pyuria due to Aerobacter aerogenes. He had 
undergone a right ureterolithotomy sixteen 
years earlier for removal of a calculus im- 
pacted in the right ureter at the ureteropelvic 
junction. Retrograde studies revealed a small 
intrarenal pelvis and a calculus 1 cm. in diam- 
eter, incarcerated in an inferior minor calyx 
with an elongated infundibulum. The patient 
refused surgical removal of the stone for two 
years, and then, because of a progressive in- 
crease in his symptoms, asked for it. The bal- 
loon was placed about 4 cm. below the uretero- 
pelvic junction. A retrograde urogram taken 
one hour later showed moderate dilation of the 
calyceal system. Partial mobilization of the 
lower pole of the kidney, the renal pelvis and 
the proximal portion of the ureter was accom- 
plished by sharp dissection, owing to the pres- 
ence of extensive dense adhesions. A posterior 
pyelotomy incision was made and the calculus 
palpated digitally, fixed in position and re- 
moved through a small nephrotomy incision. 
The calculus was pyramidal, measuring 1 cm. 
across the base. 

CasE 6.—A 48-year-old woman complained 
of recurrent attacks of pain in the left flank, 
fever and cystitis of eight years’ duration. 
Preoperative urograms revealed a calculus al- 
most filling the superior major calyx and a 
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Fig. 3 (Case 2).—A, scout film showing small calculus and balloon. B, retro- 
grade film shows calculus incarcerated in an inferior minor calyx with an 
elongated narrow infundibulum. C, retrograde film with balloon repositioned. 
D, induced hydronephrosis with calculus retained in dilated inferior calyx. 


second, smaller calculus incarcerated in a mid- 
dle minor calyx with a narrow infundibulum. 
The pelvis was intrarenal. The balloon was 
positioned 4 cm. distal to the ureteropelvic 
junction and distended with 1.5 cc. of contrast 
medium. Satisfactory dilation of the calyceal 
system was achieved in one and one-half 
hours. The large calculus was easily extracted 
from the superior calyx through a transverse 
pyelotomy incision. Digital and instrumental 
palpation failed to reach the small calculus. 
During complete mobilization of the kidney 


preparatory to incising the renal parenchyma, 
the small calculus fell out of the pyelotomy 
incision into the wound. Postoperative stud- 
ies reveal an excellent calyceal system, and the 
urine is sterile. 


COMMENT 


Appropriate antibiotic therapy and 
chemotherapy should be utilized through- 
out the preoperative and postoperative 
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Fig. 4 (Case 3).—A and B, small calculi in superior and inferior minor calices. 
C, retrograde urogram showing incomplete distention of balloon, allowing re- 
flux down the ureter. D, induced hydronephrosis with complete ureteral blockage. 


phases, and hyaluronidase should be ad- 
ministered postoperatively. In the cases 
presented the calculi were removed in a 
relatively atraumatic manner. In _ this 
small series the incarcerated calculus was 
found lying free in the renal pelvis at the 
time of operation on three occasions, and 
its removal inflicted no direct trauma to 
the kidney. With a suitable type of calcu- 


lus it should be possible to have it assume 
a position in the ureter from which point 
it would pass spontaneously or could be 
removed by instrumentation. In 2 of the 
cases the induced hydronephrosis made 
possible digital palpation of the calculus 
and facilitated its removal through a small 
nephrotomy incision. Case 3 illustrates 
the instrumental removal of a tiny plaque- 
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like calculus that would usually be disre- 
garded. Nephropexy was performed when- 
ever the kidney was completely mobilized. 
Early ambulation was encouraged. 

The most favorable site for ureteral 
blockade appeared to be about 3 to 5 cm. 
distal to the ureteropelvic junction; ade- 
quate hydronephrosis is produced in one 
to two hours. The presence of advanced 
perirenal and periureteral adhesions mili- 
tates against the rapid development of 
hydronephrotic change, as was demon- 
strated in Case 5. The pain occasioned by 
ureteral blockade is easily controlled by 
moderate dosage of narcotics. 

This type of catheter could be used 
wherever irrigation of the calyceal system 
is desired, the balloon tending to maintain 
the catheter in the renal pelvis. 


SUMMARY 


The technic of induced hydronephrosis 


is described in detail, and its use advo- 


cated in the surgical management of small 
symptomatic renal calculi. 

This method permits the relatively 
atraumatic removal of small renal calculi 
incarcerated in a minor calyx. 

Six consecutive cases are cited in which 
this technic was utilized successfully. 


ZUSAMMENFASSUNG 


Die Technik der kiinstlich erzeugten 
Hydronephrose wird in ihren Einzelheiten 
beschrieben, und die Anwendung des Ver- 
fahrens bei der chirurgischen Behandlung 
kleiner mit Krankheitserscheinungen ein- 
hergehender Nierensteine wird empfohlen. 

Die Methode erméglicht die Entfernung 
kleiner in einem schmalen Nierenkelch 
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eingeklemmter Harnsteine mit verhaltnis- 
miassig geringer Traumatisierung. 

Es werden sechs aufeinanderfolgende 
Falle angefiihrt, bei denen diese Technik 
erfolgreich zur Anwendung gelangte. 


SUMARIO 


A tecnica da hidronefrose induzida é 
descrita detalhadamente e seu uso defen- 
dido na cura cirurgica de calculos renais 
com pequena sintomalogia. 

Este método permite a remogao relati- 
vamente atraumatica de pequenos calculos 
renais encerrados no “minor calix.” 

Seis casos consecutivos sao citados nos 
quais esta tecnica foi utilizada com re- 
sultado satisfatorio. 


RIASSUNTO 


Viene dettagliatamente descritta la tec- 
nica della idronefrosi procurata e il suo 
uso consigliato nel trattamento chirurgico 
dei piccoli calcoli renali sintomatici. Tale 
metodo permette in modo relativamente 
non traumatico la rimozione dei piccoli 
calcoli renali incarcerati in un calice mi- 
nore. Vengono citati 6 casi consecutivi in 
cui questa tecnica fu usata con successo. 


RESUME 


La technique de l’hydronephrose artifi- 
cielle est décrite en détail, et son usage est 
recommandé pour le traitement chirurgi- 
cal des petits calculs rénaux symptoma- 
tiques. 

Cette methode permet /|’élimination 
rélativement atraumatique de petits cal- 
culs incarcérés dans un calice mineur. 

Six cas consécutifs son décrits ou cette 
technique était suivie de succés. 
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ready customary in medical practice; 

in many cases, almost a matter of 
routine. Reviewing the bibliography on 
this subject, one must refer especially to 
the true pioneers of this method, Egas 
Munis and Reinaldo dos Santos. It was 
these two Portuguese scientists who stud- 
ied the angiographic technic in its differ- 
ent phases — opacifications of arteries, 
veins and capillaries. 

Roentgenographic examination of the 
periprostatic venous system, of the peri- 
vesical.veins and of the deep veins of the 
pelvis after injection of a contrast medium 
into the deep dorsal vein of the penis (or 
into the cavernous bodies or the spongiose 
bone tissue in the pelvic region) is a rela- 
tively new method of diagnosis. When 
Abeshouse and Ruben (1952) started their 
important phlebographic study there was 
no reference in the Quarterly Cumulative 
Index to periprostatic and perivesical 
venographic investigation. The observa- 
tions of these authors were presented at 
the Annual Congress of the Mid-Atlantic 
Division of the American Association of 
Urology at Philadelphia and were reported 
in the Journal of Urology in September 
1952. Reports on this subject were also 
published by Fitzpatrick and Orr in the 
same periodical. 

Apparently the first to inject a contrast 
medium into the deep dorsal vein of the 
penis in order to study the metastasis of 
cancer of the prostate was Batson (1940). 
Some years later (1946), Johnston, as well 
as De Leeds, tried to confirm Batson’s re- 
sults. 


procedures are al- 
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Urologic Aspects of Pelvic Phlebography 


~ ARMINIO DE LALOR MOTTA, M.D., F.I.C.S.* 
RECIFE, BRAZIL 


Ducuing and his colleagues reported the 
history of this subject, which was also pre- 
sented by Anselen, assistant and collabora- 
tor of Prof. A. de la Pena. Dr. de la Pena’s 
work was started in 1946. 


Only after the appearance of these 
studies did Estella (1948) demonstrate the 
important work of de la Pena at the Nine- 
teenth Congress of the International So- 
ciety of Surgery of London, as a contribu- 
tion to the report entitled “Arteriography 
and Phlebography” by Prof. Reinaldo dos 
Santos. At the forty-second French Con- 
gress of Urology, which took place in 
Paris, de la Pena and Anselen (1948) pre- 
sented a study on pelvic phlebography. 

Anselen (1950) wrote a thesis on the 
same subject and presented it at the Med- 
ical School of Madrid. He also published 
other articles on the pelvic venous circu- 
lation, proceeding at first from the penis 
through the deep femoral vein, later 
through the superficial vein and finally 
through the cavernous bodies, as Beaux 
(1950) had done before. 

It is still pertinent to mention the work 
of Souza Pereira on opacification of the 
portal system through injection of a con- 
trast medium into the inferior hemor- 
rhoidal vein or through the cecal vein in 
the course of an appendectomy. 

Ducuing and his collaborators, in 1951, 
published their observations on phlebo- 
graphic study of the pelvis. Their purpose 
was to study the venous picture after ab- 
dominal surgical procedures. They first 
injected a contrast medium into the deep 
dorsal vein of the penis, as Prof. de la Pena 
had done in 1948; then, by a similar tech- 
nic, they made injections into the dorsal 
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A, prostatic phlebogram taken in a case of carcinoma of the prostate. Right lateral veins removed, 
accentuated to distinguish them from left. B, pelvic phlebogram in a case of benign prostatic hy- 
pertrophy. Veins removed on both sides. C, carcinoma of the prostate, with thrombosis on both 
sides and obstruction on the left. D, excretory urogram taken after phlebographic study with con- 


trast medium injected into cavernous bodies. Note bilateral dilatation renal pelvis. Z, pelvis phlebo- 
gram in a case of carcinoma of the prostate, taken after injection of contrast medium into 
cavernous bodies. Note obstruction of veins at left of prostatovesical plexus. F', pelvic phlebogram 
taken in same manner. Note small and numerous thromboses, with obstruction on left side. G, 
pelvic phlebogram taken in cavernous bodies in a case of adenoma of the prostate. Observe pros- 
tatovesical removal on both sides and increase in size of veins. J, excretory urogram with contrast 
medium in cavernous bodies, Observe good function of both kidneys and double pyeloureter on right 
side; note also ureteral angulation on same side. J, pelvic venogram in a case of carcinoma of the 
prostate. Note thrombosis of veins in Santorini’s plexus and partial restriction of lateral veins. 
K, cystogram taken after injection of contrast medium into cavernous bodies in same case. Note 
prominence of neoplastic mass at neck of the bladder. 


vein of the clitoris and into the female dered the use of the technic. This justifies 


cavernous body. 

These authors obtained good visualiza- 
tion of the veins, but the study of men was 
difficult, for technical reasons that hin- 


(Drasnar, 1945) their injecting a contrast 
medium into the horizontal branch of the 
pubis and extending the injection to the 
various parts of the pelvic region (iliac 
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crest, ischium, sacrum and trochanter). 
The results were good from the phlebo- 
graphic point of view, and excellent visu- 
alization of a number of the deep pelvic 
veins was obtained. The ease with which 
the contrast medium passed through the 
spongiose bone to the general circulatory 
system was mentioned in the authors’ re- 
port. 

Ducuing and his associates studied, in 
detail, the means of exploration of the pel- 
vie veins and demonstrated the advantages 
of injection into the circulatory system in 
order to visualize the veins in general, The 
following methods were used: 


1. Injection into an artery, a method 
first employed by Egas Muniz and Rein- 
aldo dos Santos. 


2. Injection into the venous trunks. This 
is now common procedure in clinical ve- 
nous urographic study. The first attempt 
at opacification of urine dates from 1923 
in the United States, simultaneously with 
the publications of School in Germany and 
Rowentry and Southerland, Von Lichten- 
berg, and Rosenstein and Pecco in Italy. 
When Roseno in 1929 introduced ‘“‘pielog- 
nost” as a means of obtaining contrast it 
was Aguinaldo Lins, Director of the Radi- 
ologic Service in the School of Medicine 
of the University of Recife, who first in- 
troduced this method in Brazil, and per- 
haps the first to use it in South America. 
The injection can also be made (a) into 
the cavernous bodies; (b) into the bones 
through the spongiose parts of the whole 
skeleton, and (c) through the arteries. 
Arterial venographic study is not used for 
the pelvis. The venous patterns obtained 
after an arterial injection for a low aorto- 
gram are difficult to obtain through the 
veins. It is possible to opacify the venous 
system of the pelvis by injecting the fem- 
oral vein, but the opaque medium stays 
in the main trunks—the external iliac, the 
primitive iliac — sometimes flowing back 
slightly into the hypogastric vein. Opaci- 
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fication may be obtained through a hemor- 
rhoid, but the image is not sufficient, the 
contrast medium passing to the portal sys- 
tem through the superior hemorrhoidal 
vein. In opacification through the cordon 
veins the medium passes through the ex- 
ternal and primitive iliac veins, sometimes 
flowing slightly into the hypogastric vein 
and its branches. The most interesting 
images are those obtained by injections 
made into the deep dorsal veins of the 
penis and of the clitoris, The authors men- 
tioned the excellent images obtained 
through the cavernous bodies. As for the 
bones, the aforementioned authors opaci- 
fied the veins of the pelvis through the 
pubis, employing the ischial, the trochan- 
teric or the sacral route. Phlebographic 
study of the pelvis is valuable for the fol- 
lowing purposes: (a) the study of phlebi- 
tis; (b) the demonstration of indications 
for treatment of thrombosis and its conse- 
quences, and (c) the study of the anatomic 
and physiologic picture in detail. 

The authors have stated that it is neces- 
sary to know the scheme of the venous 
system in the pelvis in order to collect and 
study pelvic phlebographic data. These 
are the parietal and visceral plexuses. 
Among the first group, one anterior, or 
external, and one posterior, or sacral, 
group can be identified. There is also one 
superior, or iliolumbar, and one inferior, 
or pudendo-internal group, but these were 
not described by the authors. 

Among the visceral courses, they men- 
tioned one as anterior, or vesical, one as 
median, or genital, and one as posterior, 
or rectal. They concluded that injection of 
a contrast medium into the deep dorsal 
vein of the penis and through the cavern- 
ous bodies has the advantage of opacify- 
ing both sides and enabling one to visualize 
a small part of the vesical system, the in- 
ferior vesical veins. 

Nevertheless, they added, the transosse- 
ous approach offers numerous advantages, 
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such as facility of performance and the 
fact that it permits the injection of a lib- 
eral amount of contrast medium, so that 
excellent impregnation of the veins is pos- 
sible. It is easy to see the importance of 
these studies of venous thrombosis when 
one remembers the value of an early diag- 
nosis leading eventually to surgical inter- 
vention. 

The research of Ducuing and his col- 
leagues on the signs of venous thrombosis 
led other investigators to make a study of 
the frequency of pelvic phlebitis (Beaux 
and Poulhes, 1950). 


Since 1945, de la Pena has been using 
the median superficial and deep veins of 
the penis to study the extent and the mor- 
phologic character of the venous plexus of 
the male pelvis. According to what hap- 
pens in the presence of ascites, hepatic 
cirrhosis or phlebitis, venous roentgen 
radiographic study permits one to observe 
the extent and variety of the plexus of 
Santorini and the insufficiency of the ve- 
nous valvular system. The speed of venous 
circulation in the pelvis may be evaluated 
through multiple roentgenograms. 


Abeshouse and Ruben (1955) made an 
important study of this subject and con- 
cluded that roentgen studies of the pelvic 
venous systems is a simple process, neither 
expensive nor dangerous. It enables one 
to know the trajectories and distribution 
of the veins of the anterior surface of the 
prostatic region, as well as to locate the 
juncture of the prostate vesical and the 
lateral vesical plexus. In addition, it is a 
valuable aid in differentiating between 
cancer of the prostate and adenoma of the 
prostate. It also has subsidiary value in 
diagnosing thromboses of the pelvic veins 
in cases of priapism or of venous disturb- 
ances caused by perivesical infections; of 
benign and malignant tumors of the pelvic 
organs; of lesions of the retropelvic tis- 
sues; of pathologic changes in the rectal 
area, and of neoplasms of the penis, the 
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urethra, the testes and the seminal ves- 
icles. 


The urologic importance of periprostatic 
and perivesical phlebographic studies is 
obvious. This was made clear in the thesis 
of Walter Costa (1953). His work, per- 
haps the first South American contribution 
on this interesting subject, was done in 
the Urologic Department of the School of 
Medicine of the University of Recife, 
where all the basic elements necessary to 
its development were arranged. In a series 
of fifteen phlebographic films obtained by 
injection of a contrast medium into the 
deep femoral veins of the penis, he demon- 
strated the changes that occur in the topo- 
graphic disposition of the veins of the 
anterior prostatic region and of the ves- 
ical neck. He concluded that the pelvic 
phlebograms showed only one plexus and 
that adenoma of the prostate causes topo- 
graphic modifications therein. This char- 
acteristic aspect permits confirmation of 
the increased volume of the prostate. 


These results justify the eclectic methods 
adopted with regard to the capsular inci- 
sion to be used and the rationale of making 
the decision according to the distribution 
of the veins, which were generally in- 
creased in both number and volume. This 
explains the vertical, transverse, oblique 
and even semicircular incisions. In a 
hemorrhagic region, this safeguards the 
patient from the massive hemorrhages to 
which the urologists have referred. 


Phlebographic study of the periprostatic 
and perivesical regions, as Costa (1953) 
noted, demonstrates the variations ob- 
served in the prostatic region, which make 
it impossible to standardize the manner of 
incision of the capsule. There is no dis- 
agreement as to the modifications in the 
urinary system caused by adenoma of the 
prostate. Every urologist knows the path- 
ologic patterns of this tumor, its charac- 
teristics and the changes it produces in 
(a) the urethra—stretching its posterior 
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part, changing its direction, increasing its 
anterior and posterior diameters and flat- 
tening it in its transverse dimension; (b) 
the neck of the bladder—modifying its 
caliber, raising it and producing deformi- 
ties; (c) the bladder—altering its form, 
structure and capacity, and (d) the kidney 
and the ureter, with dilatation of the lat- 
ter, sometimes bilateral, causing disturb- 
ances in the flow of urine. 

Besides these well known changes, there 
are some that take place in the prostate 
and the ejaculatory channels which also 
can be observed by pelvic phlebograms of 
the modifications caused by the prostatic 
adenoma in the Santorini plexus, those 
already known and those observed in the 
performance of the aforementioned retro- 
pubicadenomectomy. Without a doubt, 
this represents a great advance; in addi- 
tion to enabling one to observe the changes 
caused by the adenoma in the periprostatic 
and perivesical veins, it also permits one 
to verify the imperfect opacification of the 
vessels concerned in the venous obstruc- 
tion associated with prostatic carcinoma. 


As to the technic of pelvic phlebography, 
I wish to present some modifications that 
permit the study of Santorini’s plexus and 
the kidney, ureter and the bladder, i.e., the 
phlebographic and excretory urographic 
investigations that precede roentgeno- 
graphic study of the urinary organs. It is 
necessary to keep the objective in mind. 
The aim of phlebographic study of the 
male pelvis is to determine the changes 
caused by the adenoma in the urinary sys- 
tem, to study the roentgen aspects of uri- 
nary lithiasis and to make an evaluation 
that is most important, the evaluation of 
renal function. Also important is the study 
of the association of these changes with 
those caused by other latent urinary in- 
fection. 

I prefer the cavernous approach. The 
excretory urograms and phlebograms that 
illustrate this article show its advantages 
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clearly. Local reaction is insignificant or 
absent if a good contrast medium is used 
—one that does not elicit phlebitic reac- 
tions when injected in large quantity. My 
conclusions are in accordance with those 
of the authors mentioned who are employ- 
ing pelvic phlebographic methods to exam- 
ine the changes caused by the tumor in the 
periuretheral and the perivesical venous 
system. It is true that phlebography is in 
its infancy. Its interpretation is not easy, 
and therefore it is subject to errors, which 
must be corrected. In spite of this, the 
study of my patients seems to demonstrate 
(a) topographic alterations of Santorini’s 
plexus; (b) an increase in vascularization, 
and (c) in the case of prostatic carcinoma, 
thrombosis and venous obstruction, signs 
suggesting the existence of metastasis. If 
one takes care to inject more contrast me- 
dium than usual before taking phlebo- 
grams of the male pelvis, one can also 
obtain an excretory urogram that permits 
interpretation of renal function and visu- 
alization of the topographic modifications 
of the renal pelvis, the ureter and the blad- 
der. The illustrations in this article give 
a good demonstration of the curious ap- 
pearances. 


SUMMARY 


The author presents a bibliographic re- 
view of venographic studies of the pelvis 
from Batson through de la Pena, Anselen, 
Baux, Abeshouse and Costa. He empha- 
sizes the advantages of the cavernous ap- 
proach, which makes it possible to inject 
an ample amount of contrast medium and 
so enables the investigator to perform 
phlebographic and venous urographic ex- 
aminations at the same time. He also 
emphasizes the fact that the phlebographic 
method provides an excellent demonstra- 
tion of the changes caused in the Santorini 
plexus by neoplastic masses. Periuretheral 
adenoma pushes out the lateral branches 
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and augments the venous picture; pros- 
tatic carcinoma is associated with throm- 
bosis and obstruction. Awareness of these 
changes, in the author’s opinion, provides 
an interesting addition to the knowledge 
of the student or practitioner of modern 
urologic surgery. The possible advantages 
of the phlebographic technic in the differ- 
ential diagnosis between adenoma and 
sarcoma of the prostate are pointed out. 


SUMARIO 


Estudando a Venographia pelvica e A. 
apresenta uma revisao bibliografica sobre 
esse moderno tema urologico desde Batson, 
atraves De La Pena, Anselen, Baux, etc. 
ate Walter Costa. Assinala as vantagens 
da via cavernosa na qual e possivel uma 
injecao generosa do contraste, o que per- 
mite a pratica na mesma sessao de flebo- 
grafia e da urografia excretora. 

Refere que o metodo flebografico define 
bem as modificacoes que as massas neo- 
plasicas provocam no plexo de Santorini, 
afastando os ramos laterais e dando uma 
abundante suplecia venosa na Hipretrofia 
da prostatae demonstrando tromboses, 
apagamento e obstrucoes no cancer da 
prostata. Diz o A. que o conhecimento 
dessas modificacoes constitui moderno e 
interessante acressimo ao capitulo que es- 
tuda as modificacoes que 0 Adenoma da 
Prostata provoca no aparelho. Relata, 
ainda, a vantagem da possibilidade que o 
metode confere de cooperar para o diag- 
nostice diferencial entre o Adenoma e o 
Cancer da Prostata. 


RESUME 


L’auteur présente une revue bibliogra- 
phique des études veinographiques pelvi- 
ennes de Batson, Anselen, Baux, Abes- 
house and Costa. II] accentue les avan- 
tages de l’application caverneuse, par la- 
quelle il est possible, d’injecter une grande 
quantité de contrast, et comme ¢a l’investi- 
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gateur est capable, de faire ]’examen phlé- 
bographique et urographique veineux en 
méme temps. Aussi il explique, que la 
méthode phlébographique démontre ex- 
cellement les lésions faites dans le plexus 
Santorini par des néoplasmes. Dans le cas 
d’un adénome periuréthral les branches 
latérales sont poussées de coté; ainsi le 
film intraveineux est suppléé. dans le cas 
d’un carcinome de la prostate on voit des 
thromboses et de l’occlusion. L’auteur est 
de l’opinion, que l’apparence des lésions 
montre un symptome intéressant addi- 
tionel a l’etudiant et a celui qui pratique la 
chirurgie urologique moderne. Les avan- 
tages possibles du diagnostic différentiel 
d’adénome et sarco me de la prostate sont 
mis au point. 


RIASSUNTO 


Viene presentata una rassegna biblio- 
grafica sulla bibliografia pelvica. L’autore 
mette in luce i vantaggi della iniezione 
transcavernosa che con sente |’introdu- 
zione di grandi quantita di liquido di con- 
trasto cosi da rendere possibile la flebo- 
grafia e l’urografia contemporanea. Si 
ottiene inoltre una eccellente dimostrazione 
delle masse tumorali sul plesso di Santo- 
rini; negli adenomi peruureterali e nel 
carcinoma prostatico si pos sono mettere 
in evidenza trombosi ed occlusioni. Tali 
modificazioni, secondo l’autore, possono 
essere di grande aiuto nello studio e nella 
pratica della moderna chirurgia urologica. 
Fra l’altro diviene possibile la diagnosi 
differenziale fra sarcoma e adenoma pros- 
tatico. 


ZUSAMMENFASSUNG 


Der Verfasser legt eine UWhersicht der 
Arbeiten iiber phlebographische Becken- 
untersuchungen vor, die die Literatur von 
Batson iiber de la Pena, Anselen, Baux bis 
Abeshouse und Costa umfasst. Er hebt 
die Vorziige des Zugangsweges iiber die 
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Schwellkérper hervor, der die Einsprit- 
zung einer reichlichen Menge des Kontrast- 
mittels erméglicht und somit dem Unter- 
sucher gestattet, phlebographische und 
urographische Studien zur gleichen Zeit 
anzustellen, Er betont ferner, dass das 
phlebographische Verfahren eine ausge- 
zeichnete Darstellung der durch Neubil- 
dungen verursachten Verdnderungen im 
venédsen Schamgefiecht erméglicht. Beim 
periureterischen Adenom werden die la- 
teralen Aste verdrangt, beim Prostatakar- 
zinom gelangen Thrombosen und Verstop- 
fungen zur Darstellung. Der Verfasser 
glaubt, dass die Kenntnis dieser Verainde- 
rungen einen interessanten Beitrag zum 
Studium und zur praktischen Behandlung 
der Probleme in der modernen Chirurgie 
der Harnorgane liefert. Er weist ferner 
auf dte durch das phlebographische Ver- 
fahren sich bietenden Méglichkeiten hin, 
zwischen Adenom und Sarkom der Pros- 
tata zu unterscheiden. 
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Obstetric and Gynecologic Surgery 


Pelvic Surgery in W omen: 


Intra-Abdominal Complications 


LEONARD COWAN, M.D., C.M., F.I.C.S. 
REGINA, SASKATCHEWAN, CANADA 


well aware that almost any intra- 
abdominal surgical pathologic con- 
dition that confronts the general surgeon 
may coexist with the gynecologic or ob- 
stetric condition for which the patient 
primarily seeks treatment. Medical compli- 
cations such as diabetes, leukemia, cardio- 
vascular-renal conditions, infections of the 
respiratory tract, tuberculosis, etc., may 
jeopardize the patient’s postoperative 
course if they are not recognized and 
taken into account when any pelvic opera- 
tion is planned. I do not consider it out of 
place to mention the fact that complete 
preoperative investigation of all candi- 
dates for pelvic surgical intervention is 
still the best prophylaxis against serious 
operative and postoperative complications. 
At present there is an ever-increasing 
trend toward sectional investigation and 
treatment rather than adequate assess- 
ment of the whole patient, the extent and 
effect of her disease and the prognosis fol- 
lowing the procedures recommended. 
The surface having been scratched, so 
to speak, it is inferred that all patients for 
whom any type of pelvic operation is con- 
sidered must have the benefit of a com- 
plete history and physical examination, 
followed by the indicated laboratory tests, 
roentgen studies and other investigations. 
After years of searching for alternatives 
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it is still a fact that I have had best con- 
trol of the patient where I have taken the 
history and carried out a complete exam- 
ination personally, even though this has 
already been done by others—assistants, 
residents or interns. 

Preoperative measures, in particular, to 
reduce the incidence of intra-abdominal 
complications may be summarized as fol- 
lows: 

1. Build up the patient’s general phys- 
ical condition to as high a level as possible. 

2. See that the patient is rested and re- 
laxed. 

3. Proceed with care in the immediate 
preoperative preparation; e.g., omit ca- 
thartics and enemas when they are not 
definitely indicated. Saline irrigations, 
however, are permissible to empty the 
lower portion of the bowel when pelvic re- 
pairs are contemplated. 

The preoperative “bowel toilet” is 
stressed when one suspects the presence 
of any intestinal abnormality that may 
necessitate interruption of the integrity of 
the bowel wall. An example of this might 
be the involvement of bowel in old left 
pelvic abscess due to diverticulitis. 

4. Observe caution in the use of the 
douche. For the past nine years I have not 
used a preoperative or postoperative 
douche in any obstetric or gynecologic 
case. There has been no increase in post- 
operative sepsis of any type. Routine 
triple sulfa vaginal applications are used 
twice a day preoperatively and again post- 
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operatively. The majority of patients are 
given four treatments prior to operation. 
The incidence of vaginal and vulval urti- 
caria or irritation is much below 1 per 
cent. Systemic absorption of the sulfas 
from the vagina is negligible. 

A preoperatively reassured, relaxed pa- 
tient seems to be in less danger of post- 
operative intra-abdominal complications 
than is a hurried, inadequately prepared 
one. Therefore, when circumstances per- 
mit, it is always advisable to have the pa- 
tient under supervision in the hospital for 
thirty-six to forty-eight hours before a 
pelvic operation is performed. When as- 
sociated disease is present, preparation 
may be prolonged for days or even weeks 
while (for example) the internists stabil- 
ize diabetic or cardiac patients, thereby 
decreasing the operative risk and increas- 
ing the postoperative recovery index. Pa- 
tients are catheterized preoperatively, and 
for pelvic laparotomies the catheter is left 
in the bladder and open during the opera- 
tion. It is removed before the patient 
leaves the operating room. 

At operation, measures to prevent sepsis 
are taken. The skin is prepared in the 
usual manner by painting with a nonirri- 
tating solution. Since I have never been 
convinced that skin towels reduce the inci- 
dence of wound infection, they are not 
used. Skin towels tend to restrict the nat- 
ural elasticity of the skin and reduce ex- 
posure. 

All tissues are handled gently, either 
manually or with instruments. Gentleness 
and respect for tissues should never be 
sacrificed for speed. A surgeon who oper- 
ates rapidly may be excused slightly in- 
creased roughness; one who works slowly 
must be very gentle, for slow rough han- 
dling of tissues is inexcusable and leads 
only to grief. Minimal tissue trauma over 
the shortest period should be the object of 
all technics. 

Accidental injury to the bowel should be 
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avoided by adequate anesthesia to reduce 
the necessity of heavy pressure against the 
retracted bowel or any other tissue. Light 
packing of the bowel from the operative 
field seems to produce no increase in post- 
operative complications. All damage to 
bowel must be recognized and repaired 
immediately. 

Careful hemostasis and strong recon- 
struction of the abdominal wall complete 
the operation and prepare the patient for 
early ambulation and a quick return to 
normal function. No heavy dressings are 
used ; a narrow light gauze dressing is held 
in place with two or three narrow strips 
of adhesive tape.* This type of dressing al- 
lows free circulation of air, and no increase 
of wound infection has been observed. The 
incision stays dry and clean, and the orig- 
inal dressing is not disturbed until the 
fifth day, when alternate skin clips or su- 
tures are removed, the remainder being 
left until the sixth day. Abdominal bind- 
ers are not used routinely. 

The postoperative prophylaxis of bowel 
complications is improved by early ambu- 
lation. Gradual increase to a full diet 
within thirty-six to forty-eight hours, or 
as best tolerated by the patient, is recom- 
mended. 

When signs of postoperative distention 
appear, either gastric suction or intestinal 
decompression is instituted as soon as the 
patient starts to vomit and before the 
presence of ileus can be established. Signs 
of peritoneal irritation usually accompany 
distention of the bowel. 

When the patient cannot eat and drink 
to maintain fluid and electrolyte balance, 
reestablishment and maintenance are ob- 
tained by adequate parenteral therapy and 
checked by laboratory tests. Ileus is 
treated by complete rest for the bowel and 
continuous suction with a Miller-Abbott or 


*From Oct. 1, 1955, no dressings of any kind have been 
used on abdominal incisions. Healing is satisfactory. 
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a Cantor tube. It may be noteworthy that 
Bastiaanse of Amsterdam pointed out that 
ileus can be produced solely by traction on 
the omentum. He made special mention of 
this in describing his repair for vesicorec- 
tovaginal fistula, in which the omentum is 
used as packing in the vault of the vagina. 
It is possible that tidying the intra-abdom- 
inal contents and placing the omentum 
along the pelvic peritoneal suture line at 
operation, when the patient is relaxed and 
anesthetized, results in undue traction 
when the patient is conscious and the mus- 
cle tone restored. This may be a factor in 
producing ileus, which, while not common 
in gynecologic surgical practice, is never- 
theless a serious complication. 

Postoperative intraperitoneal infections 
that result in abscess despite antibiotics 
and decompression of the bowel are treated 
with watchful waiting for the focus to sub- 
side or point. Too early intervention leads 
only to trouble. A pelvic abscess will drain 
spontaneously, in many instances, through 
the sigmoid portion of the colon or through 
the rectum. Spaced pelvic and rectal ex- 
aminations will determine whether and 
when the fluctuating mass is to be drained 
per vaginam by posterior colpotomy. 

When distention is accompanied by sero- 
sanguinous discharge from the incision, 
which is quickly seen and recognized 
through the light dressing, a defect in the 
healing of the incision is certainly present. 
No advantage (except temporary balm to 
the surgeon’s pride) is gained by waiting 
for the incision to separate further. Im- 
mediate resuturing is necessary to prevent 
dehiscence of the bowel. Seventy-five per 
cent of mechanical defects in wound heal- 
ing have been associated with respiratory 
complications, such as pneumonia or post- 
operative atelectasis accompanied by 
coughing. I have never encountered an 
instance of incomplete healing of the ab- 
dominal wall that could be attributed to 
failure or infection from the suture mate- 
rial per se. 
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Intestinal obstruction in the gynecologic 
and obstetric field may be caused by adhe- 
sions due to previous operation or to in- 
flammation of the small bowel compli- 
cated by volvulus, direct extension of new 
growth, metastatic spread of new growth, 
endometriosis implants and mechanical 
obstruction of the large bowel. The last 
may be dramatically generated by the par- 
ticular shape and size of the uterus, which 
is sometimes distorted by tumor, preg- 
nancy, previous operations or ovarian tu- 
mors. The mechanical causes of obstruc- 
tion of the large bowel are important 
because of the relative simplicity and 
the ease of treatment and cure when the 
diagnosis is made at an early stage. 


REPORT OF CASES 


CASE 1.—A white woman aged 36 had un- 
dergone a low segment cesarean section for 
absolute cephalopelvic disproportion, per- 
formed in England in 1948. Suture material 
of any type was at a premium, owing to war 
restrictions and shortages. The postoperative 
course was very stormy with abdominal dis- 
tention, ileus, peritonitis and a long convales- 
cence. The patient first consulted me in 
Canada in 1947, for a mucopurulent vaginal 
discharge that had persisted, in varying de- 
grees, since the cesarean section four years 
earlier. 

On examination a knot and loop of what ap- 
peared to be thick string was removed from 
the cervical canal. The suture material used 
must have been either coarse cotton or linen. 
The discharge cleared for approximately six 
months and then returned. Since no suture 
could be found at office examination, the pa- 
tient was hospitalized for a diagnostic dilation 
and curettage. The second suture was removed 
from the uterine cavity with small ovum for- 
ceps. The third complete suture was found em- 
bedded in the anterior wall of the uterus, just 
beyond the internal os when it snagged the 
ovum forceps. Eventual removal was accom- 
plished by sliding the tip of a uterine packing 
forceps into the loop of suture. Gradual lev- 
erage dislodged it intact. At pelvic examina- 
tion, with the patient anesthetized, the cervix 
was pulled forward behind the symphysis pu- 
bis and showed restricted mobility. The lower 
portion of the anterior wall of the uterus was 
fixed firmly to the lower abdominal wall, and 
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the fundus could be tipped by pressure to a 
retroverted position. 

Subsequently the patient’s health improved, 
and there was no recurrence of vaginal or 
uterine discharge. Since there had been no 
pregnancies for six years, she adopted a baby 
in 1948. The patient became pregnant at the 
end of February 1949. Except for nausea and 
vomiting the pregnancy proceeded without se- 
rious incident until, at thirty-eight weeks, the 
patient showed signs of infectious or toxic 
hepatitis. At this time the internist consultant 
advised immediate cesarean section, since 
absolute disproportion was again present and 
the jaundice, etc., was expected to increase in 
the course of the disease. A healthy female 
child was delivered. 

The immediate postoperative condition of 
the patient was satisfactory. On the third 
postoperative day very severe hemorrhoids and 
commencing abdominal distention were evi- 
dent. A Miller-Abbott tube was passed and in- 
travenous therapy commenced. On the fourth 
day there was increasing abdominal distention, 
and no flatus passed rectally. A flat plate of the 
abdomen showed grossly distended large bowel 
only, suggesting a competent iliocecal valve. 
The grossly distended bowel included the as- 
cending, transverse and descending portions 
of the colon. At laparotomy after consultation 
with two general surgeons, the uterine inci- 
sion was observed to be healing well, without 
intestinal involvement. No cause could be dis- 
covered for the distention until the large bowel 
was deflated by insertion of a cannula into the 
ascending portion of the colon after placement 
of two concentric purse-string sutures in the 
stretched and thinned wall. Exploration then 
revealed obstruction of the sigmoid portion of 
the colon at the brim of the pelvis, produced 
by the fixed involuting uterus. A rectal tube 
was gently inserted past the brim of the pelvis 
by an assistant while the tip was guided intra- 
abdominally with direct palpation. The abdo- 

men was closed without drainage, and the 
patient subsequently recovered from both ob- 
struction and hepatitis. 

CASE 2.—A white woman aged 73. Two days 
postoperative after pinning of a fractured 
right hip there was diagnosis of large bowel 
obstruction. Consultation was requested by 
the orthopedist on advice of the general sur- 
geon when the presence of a pelvic tumor was 
suspected after rectal examination. The pa- 
tient was very frail; her general condition was 
poor, and she had been considered a poor anes- 
thetic risk for the orthopedic procedure. Pelvic 
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examination revealed a retroverted uterus en- 
larged by a smooth posterior fundal tumor 
wedged in the cul-de-sac. Permission was 
granted by the orthopedist to turn the patient 
to a semiprone position and raise the hips 
slightly on pillows. Steady rectovaginal pres- 
sure combined with light traction on the cer- 
vix with a tenaculum displaced the uterus, 
after which flatus passed freely. The patient 
subsequently recovered. The diagnosis was 
posterior fundal fibroid, retroverted impacted 
uterus and obstruction of the large bowel. 

CAsE 3.—A white woman aged 75 had had 
intermittent alternating constipation and diar- 
rhea for many years. There had been no pre- 
vious operations. The patient was admitted for 
emergency treatment of large bowel obstruc- 
tion. The diagnosis was confirmed by a gen- 
eral surgeon. A request for consultation fol- 
lowed. At consultation a solid tumor of the 
left adnexae was diagnosed, tentatively as the 
Krukenberg type. A left oophorectomy was 
done for an oval serous cyst measuring 10 by 
7 by 7.5 cm., with 180-degree clockwise torsion 
of the pedicle. This twisted cyst was jammed 
in the left side of the pelvis. Quick section 
resulted in the diagnosis of simple serous cyst 
adenoma of the ovary. Exploration of the re- 
mainder of the intraperitoneal contents re- 
vealed no abnormality. No further surgical 
intervention was required. The patient made 
a complete recovery.* 


*A recent personal communication from an Eastern Ca- 
nadian hospital mentions 8 recorded cases in which post- 
partum patients who had undergone no previous surgical 
treatment had obstruction of the large bowel due to im- 
paction of the involuting postpartum uterus, solely because 
of its particular size and shape in each instance. In all 3 
cases the patients were operated on for relief of the ob- 
struction. A fourth patient with the same diagnosis was 
treated simply by insertion of a soft rectal tube past the 
brim of pelvis and made a complete recovery. Removal of 
the rectal tube in two days did not result in recurrence, 
since the continuing involution of the uterus had sufficiently 
decreased its bulk to preclude recurrence of the same pres- 
sure on the sigmoid portion of the colon. 


SUMMARY 


An outline, listing preoperative meas- 
ures and some surgical routines for pro- 
phylaxis of intra-abdominal complications, 
is presented. Some postoperative compli- 
cations are reviewed, and 3 cases of me- 
chanical obstruction of the large bowe! 
due to pelvic causes, are outlined. 
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ZUSAMMENFASSUNG 


Es liegt eine Uhbersicht prioperativer 
Massnahmen und einiger routinemassiger 
chirurgischer Eingriffe zur Verhiitung von 
Bauchkomplikationen vor. Einige post- 
operative Komplikationen werden unter- 
sucht, und drei Fille von mechanischem 
Verschluss des Dickdarms, bedingt durch 
Zustande im kleinen Becken, werden kurz 
beschrieben. 


COWAN: PELVIC SURGERY 
RESUME 


Les mesures pré-opératoires et quelques 
uns des procédés chirurgicaux habituels de 
la prophylaxie des complications intra- 
abdominates, sont présentées dans les 
grandes lignes. Certaines complications 
post-opératoires sont passées en revue et 
trois cas d’obstruction mécanique du gros 
intestin dfie 4 des troubles pelviens sont 
briévement présentés, 


The “sweating sickness” first visited England in 1483. “This epidemic disease,” 
says a chronicler of 1827, “raged with such peculiar violence in England, and had 
so quick a crisis, that it was distinguished by the name of Ephemera Britannica 
. . . Though the regular physicians could not cure this fever, the irregulars and 
quacks made light work of it; and one doctor gives a specific remedy for it, and 
the formula. It consisted of filings of white metal, and conserve of oranges; to be 
given the third day before the full of the moon, and twelve hours before the full, 
as near as can be known from astronomical calculation, and also the middle of 
the third day after the full of the moon. Twelve doses thus given, are generally 
sufficient, but in the event of more being required, the full change of the moon 
are to be observed! This prescription the doctor gave for the good of mankind, 
with a candid confession that it is not his own, but was communicated to him by 
a learned gentleman; and being thus freely published, must needs obviate the ill- 
natured construction too often put upon human intentions.” 
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Ophthalmologic Surgery 


an abnormal position of the head 

- caused by a disturbance of ocular 
motility, usually a form of paralysis of 
the vertically-acting muscles. The condi- 
tion is variously referred to as head tip- 
ping, head tilting, abnormal head posture 
or corrective posture. Occasionally the 
position of the head may be the predom- 
inating feature of squint, especially in 
children. Its presence is always of great 
significance in the consideration of surgi- 
cal treatment of the ocular muscles. 

The subject of head tilting has been 
dealt with in a confused manner in the lit- 
erature, and the cause is not always cer- 
tain. 

Abnormal head posture is frequently 
observed on examination in cases of ocular 
muscle paralysis. In cases of congenital 
origin the patient is usually unaware of 
the head position, which is generally ac- 
companied by scoliosis. It is adopted in 
compensation in the absence of obtrusive 
diplopia (alternation). When the paralytic 
squint is acquired, the patient is aware of 
his head posture and assumes the position 
in an attempt to overcome diplopia; there 


(= torticollis may be defined as 
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Head Tilting in the Diagnosis of 
Ocular Muscle Disturbances 


WILLIAM E. KREWSON III, M.D., F.A.C.S., F.I.C.S. 
PHILADELPHIA, PENNSYLVANIA 


are no anatomic changes in the structure 
of the vertebrae or their attachments. It 
is sometimes seen in comitant squint in 
older patients, most likely having been of 
paralytic nature in early infancy. 

Actually, most vicarious rotations of 
the head of ocular origin, on careful anal- 
ysis can be subdivided into various com- 
ponents. Diplopia, the most annoying 
symptom of paralytic squint, by its na- 
ture will determine in large part the ab- 
normal head posture. Horizontal diplopia, 
crossed or uncrossed, may be minimized 
by turning of the head to one side or the 
other. Vertical diplopia may be lessened 
by elevation or depression of the chin. 
Torsional diplopia is decreased by tipping 
of the head toward one shoulder. 


Paralysis of Horizontally-Acting Mus- 
cles. — The simplest situation is that of 
paralysis of a horizontally-acting muscle. 
In the case of paralysis of the right lateral 
rectus, for example, the right eye rotates 
inward and the patient suffers from un- 
crossed horizontal diplopia, the greater 
separation of the images being to the right. 
If the face be turned to the right and the 
eyes remain fixed, because of the optic fix- 
ation reflexes, the position is equivalent to 
turning the eyes to the left, where diplopia 
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‘is less or absent. The reverse is true in 
cases of paralysis of the medial rectus 
muscle. 

Thus, in the case of paralysis of a hori- 
zontally-acting muscle, the face is turned 
toward the field of action of the paralyzed 
muscle. Turning the face to the right is 
suggestive of paralysis of a right hand ro- 
tator, either the right lateral rectus or the 
left medial rectus, and turning to the left, 
either the right medial rectus or the left 
lateral rectus. 

Long-standing paralysis may be accom- 
panied by contracture of the direct antag- 
onist, in which case mere rotation of the 
face will no longer suffice to eliminate 
horizontal diplopia. Because raising of 


the eyes causes relative divergence and 
lowering causes relative convergence, ele- 
vation or depression of the chin may be 
adopted. In the example of right lateral 
rectus palsy with the face turned to the 
right, esotropia may be further reduced 
by depressing the chin; and, in a case of 


left medial rectus palsy, exotropia may be 
minimized by turning the face to the right 
and elevating the chin. 

Paralysis of the Vertically-Acting Mus- 
cles —Postural changes considered in re- 
lation to the vertically-acting muscles pre- 
sent a more complicated problem. This is 
due to the fact that these muscles have 
component actions in more than one direc- 
tion; not only do they act as elevators and 
depressors, but also as horizontal rotators, 
and in a torsional capacity (the principle 
action of the obliques). 


Generally, it may be said that in pa- 
tients with paralysis of an elevator, the 
chin is elevated, and in those with a de- 
pressor the chin is depressed. 


Paralysis of Superior Rectus.—In a case 
of right superior rectus palsy, for instance, 
the muscle which normally produces eleva- 
tion, adduction and intorsion, will permit 
the right eye to be hypotropic, and ab- 
ducted, with the corneal meridian tipped 
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outward. The patient finds the false image 
to be displaced upward, inward (crossed) 
and inclined toward the normal or left 
side. This is the situation when the left or 
nonparalyzed eye is used for fixation. 
Since the superior rectus is a maximum 
right hand elevator, by elevating the chin, 
the eyes are depressed in the orbits, and 
by turning the face to the left the eyes are 
in effect turned to the right. Thus, hori- 
zontal and vertical diplopia may be re- 
duced by turning the face toward the 
direction of the maximum vertical pull of 
the paralyzed muscle. This rule, stressed 
in the literature, unfortunately is not in- 
fallible, since the amount of horizontal 
deviation (exotropia) in palsy of a verti- 
cal rectus may be very slight, or modified 
by a pre-existing eso- or exophoria. Fur- 
thermore, elevation of the chin may not 
be necessary, if by merely turning the head 
laterally, the paralytic eye is placed in 
adduction and out of the field of maximum 
vertical action of the paretic muscle. The 
torsional diplopia in a right superior rec- 
tus palsy, the result of extorsion of the 
right eye, can be decreased by tipping the 
head to the left or opposite shoulder, that 
is, by the artificial production of right 
cycloversion of the two eyes. If the head 
be forcibly tipped to the ipsolateral or 
right shoulder, the ipsolateral or right su- 
perior oblique in attempting to overcome 
the right extorsion (due to the paralysis 
of the right superior rectus) will cause 
depression of the ipsolateral or right eye. 
This is the basis of the Bielschowsky test 
for differentiating between superior rec- 
tus paralysis and contralateral superior 
oblique paralysis. 

The tipping of the head to the opposite 
shoulder in a superior rectus palsy, how- 
ever, is not a constant finding and may be 
modified by two circumstances. In tilting 
the head sideways, the ipsolateral or lower 
eye is raised slightly (the image is low- 
ered), and the contralateral or higher eye 
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is lowered (the image is raised). Since, 
in right superior rectus palsy the right 
eye is hypotropic, if the vertical diplopia 
is greater than the torsional, the patient 
may find greater relief by tipping the head 
to the right or paralyzed side and raise the 
paretic eye. This is contrary to the above- 
mentioned rule, and is encountered fre- 
quently in congenital cases of superior 
rectus palsy. 

Also, tipping of the head to the opposite 
side in superior rectus palsy may be mod- 
ified by secondary deviation. In long- 
standing right superior rectus palsy, for 
instance, the right eye may fix and con- 
tracture of the contralateral yoke or syner- 
gistic muscle, the left inferior oblique, may 
dominate the oculo-motor picture. The left 
inferior oblique normally causes an out- 
ward inclination of the vertical meridian 
of the globe and under conditions of over- 
action will produce marked left extorsion. 
Inclination of the head to the side opposite 
an overacting inferior oblique, in this case 
to the right, will decrease torsional diplo- 
pia by producing relative left cycloversion 
of the two eyes. 

Thus, considerable variation in head 
posture may be found in the presence of 
superior rectus paralysis depending on the 
amount and type of diplopia and on the 
fixing eye. If the non-paretic eye fixes the 
chin is elevated, the face turned to the 
ipsolateral side, and the head tipped to the 
contralateral shoulder. On the other hand, 
if the paretic eye fixes, the chin is raised, 
while the face is turned to the paralytic 
side, and the head tipped to the shoulder 
of the paralytic side. When ocular torti- 
collis is the predominating feature, the 
latter condition usually prevails. 

Paralysis of the Superior Oblique. — In 
superior oblique palsy, the muscle, which 
normally would cause depression, abduc- 
tion and intorsion, permits the eye to be 
elevated, adducted and extorted. Since 
torsion is the predominating action of the 
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muscle, torsional diplopia due to the out- . 
ward inclination of the corneal meridian 
is the predominant symptom in the paral- 
ysis. It is most annoying since the images 
are seldom sufficiently separated one from 
the other to permit easy suppression. In 
paralysis of a right superior oblique, for 
example, the extorsion of the right eye 
can be overcome largely by tipping the 
head toward the left or contralateral 
shoulder, producing relative right cyclo- 
version of the two eyes. In addition, the 
vertical separation of the images, due to 
right hypertropia, is lessened by depress- 
ing the chin, or relatively raising the eyes 
in the orbits. This takes the paralyzed eye 
out of the field of maximum vertical action 
of the paralyzed muscle, that is, down and 
in (most annoying in reading). Also, the 
horizontal or crossed diplopia, caused by 
the exotropic component of the deviation, 
is minimized by turning the face to the 
left or normal side, causing relative right 
lateral version of the eyes. 

Tipping of the head to the nonparalyzed 
side is the characteristic posture in supe- 
rior oblique paralysis. If, however, the 
head be forcibly tipped to the paralyzed 
side, as in this case of right superior ob- 
lique paralysis, the ipsolateral or right 
superior rectus, when attempting to over- 
come extorsion, due to paralysis of the 
right superior oblique, may cause eleva- 
tion of the ipsolateral or right eye (as in 
the Bielschowsky test). 


In contrast, if an eye with a paralytic 
superior oblique be used for fixation (sec- 
ondary deviation), tipping of the head to 
the ipsolateral side is the rule. For exam- 
ple, if the right superior oblique is para- 
lyzed and the right eye fixes, overaction 
of the contralateral yoke muscle, the left 
inferior rectus, will be encountered. This 
produces left extorsion and can be over- 
come by tipping the head to the right 
shoulder, that is, by placing the eyes in 
left cycloversion, 
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Paralysis of Other Muscles.—In similar 
fashion, primary paralysis of the inferior 
rectus may be found to produce a head tilt 
to the normal side with turning of the face 
to the affected side and depression of the 
chin. Here, however, the head tipping is 
probably due more to the torsional diplo- 
pia of the overacting antagonist, the ipso- 
lateral superior oblique, than to the effect 
of the paralytic inferior rectus. Paralysis 
of the inferior oblique is extremely rare, 
but when present is accompanied by tilting 
of the head to the ipsolateral side, eleva- 
tion of the chin, and turning of the face 
to the normal side. Overaction of the mus- 
cle, frequently encountered and of far 
greater importance, has been referred to 
previously. 

In multiple paralyses, that is, when 
more than one muscle is involved simul- 
taneously, either in the same or the two 
eyes, the patient chooses a position allow- 
ing binocular single vision with the great- 
est relief to the paralyzed muscles. Head 
posture is of little practical help in anal- 
ysis of these cases. 

Differentiation Between Ocular and 
Ordinary Torticollis.—Vicarious head pos- 
ture due to an abnormality of the ocular 
muscles must not be mistaken for congen- 
ital torticollis due to contracture of the 
sternocleidomastoid muscle. The latter 
is characterized by a very obvious head 
tilt, facial assymetry, gross contracture of 
the sternocleidomastoid muscle on the 
side of the neck to which the head is 
tipped, inability to straighten the head, 
elevation of the chin, and turning of the 
face to the opposite side; in addition the 
ocular rotations and muscle balance are 
within the normal. In torticollis of ocular 
origin, there is no cervical pathology and 
the head can be straightened, but in so do- 
ing, diplopia or suppression is encoun- 
tered; conjugate movements of the eyes 
are abnormal and ocular muscle imbalance 
is typical. 
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The mechanism of the vestibular re- 
flexes, thought to be responsible for abnor- 
mal head posture in oculo-motor paralyses, 
is fairly well understood, but many cases 
of paralysis do not fit into the accepted 
scheme. For example, occlusion of a para- 
lyzed eye invariably causes head tilt to 
vanish, but closing the sound eye produces 
no such effect. On the other hand, if the 
paralytic eye be highly amblyopic, and no 
torsional diplopia experienced, the head 
tilt still persists. Also, the presence of 
head tilt, not accompanied by binocular 
fixation in the central field, invariably in- 
dicates that binocular vision has been 
present in the past and may be regained if 
proper surgery is applied. 

In general, it can be said that abnormal 
postural positions are characteristic of 
the various oculo-motor paralyses. Tipping 
of the head is diagnostic of a torsional de- 
fect. Elevation or depression of the chin 
is a constant finding in paralysis of a ver- 
tically-acting muscle and occasionally in 
the case of a horizontal deviation. Rota- 
tion of the face usually accompanies a 
horizontal disturbance, but, because of its 
variability, cannot be considered as a re- 
liable sign. Postural changes, therefore, 
may be regarded as adjuncts in the diag- 
nosis of oculo-motor paralyses, but not as 
substitutes for other time-tested methods. 


ZUSAM MENFASSUNG 


Es lasst sich die allgemeine Feststellung 
machen, dass unnormale K6érperhaltungen 
fiir die verschiedenen Augenmuskellah- 
mungen charakteristisch sind. Vorbeugen 
des Kopfes ist ein diagnostisches Zeichen 
fiir eine Drehungsschadigung. Erhebung 
oder Senkung des Kinns geht immer mit 
der Lahmung eines in vertikaler Richtung 
wirkenden Muskels und gelegentlich mit 
horizontaler Abweichung einher, Die 
Drehung des Gesichtes begleitet gewéhn- 
lich eine horizontale Stérung, kann aber 
wegen ihrer Veranderlichkeit nicht als zu- 
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verlassiges Zeichen gelten. Demnach 
kénnen Veranderungen der Kérperhaltung 
zwar als Hilfsmittel in der Diagnose von 
Augenmuskellihmungen zur Verwendung 
kommen, ohne jedoch andere langbewahrte 
Untersuchungsmethoden zu ersetzen, 


RIASSUNTO 


In genere si dice che le posizioni pos- 
turali anormali sono caratteristiche delle 
paralisi dei vari oculomotori. Lo scuoti- 
mento della testa é dovuto ad un difetto 
di torsione. L’alzarsi e l’abbassarsi del 
mento sono costantemente associati alla 
paralisi di un muscolo agente in senso ver- 
ticale ed occasionalmente con una devia- 
zione orizzontale. La rotazione della faccia 
di solito accompagna disturbi sul piano 
orizzontale ma non pud essere considerato 
un date patognomonico. Le modificazioni 
posturali tuttavia devono essere conside- 
rate come manifestazioni utili per la dia- 


A Scotsman, Sir William Macewen, and an Englishman, Sir Victor Horsley, were 


MAY, 1956 


gnosi delle paralisi oculari ma non possono 
sostituire gli altri segni classici. 


RESUME 


En général on peut dire que les anoma- 
lies posturales sont charactéristiques pour 
les différentes paralyses oculomotoriques. 
L’abaissement de la téte est un signe diag- 
nostic d’un défaut torsional. L’élévation 
ou dépression du menton est toujours ac- 
compgnée d’une paralyse d’un muscle 
d’action verticale et quelque fois d’une 
déviation horizontale. La rotation du 
visage accompagne en général un d’érange- 
ment horizontal, mais, 4 cause de sa varia- 
bilité on ne peut pas se fier sur ce signe. 
Par cela des anomalies de la posture peu- 
vent aider dans le diagnostic d’une para- 
lyse oculo-motorique, mais ils ne peuvent 
pas substituer les autres méthodes eprou- 
vées depuis longtemps. 


really the first surgical explorers of the brain, and around the year 1902, Harvey 
Cushing began to give more and more of his attention to the inside of the skull, 
and he gathered around him at Baltimore a team of trained assistants. 

Study of tumours inside the skull led Cushing into strange company. In a circus 
there was a female exhibit known as the ‘ugliest woman in the world’ because of her 
coarse features, enormous jaw and frightening appearance. Visiting her in a rail- 
road coach which was her only home, he found her surrounded by pictures of her 
children whom she was bravely trying to educate out of the fees paid by those 
who came only to laugh at her. Harvey Cushing was moved to pity at the tragedy 
behind the life of this creature who lived to entertain. In the course of this humiliat- 
ing existence, she suffered horribly from headaches, and was nearly blind. The 
cause was a small tumour at the base of her skull in an organ known as the pituitary 


gland. 


—Williams 
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Denervation of the Hip Joint 


LUIZ GUSTAVO WERTHEIMER, M.D., F.I.C.S. 
SAO PAULO, BRAZIL 


denervation of the hip joint for the 

treatment of arthrosis have drawn 
the attention of orthopedic surgeons, and 
the method has been used at different cen- 
ters, one of which is the Orthopaedic and 
Traumatologic Clinic of the Faculdade de 
Medicina da Universidade de S. Paulo, 
since 1947. 

In view of the unanimous reference 
made by the authors to the anatomic varia- 
tions of articular branches in explaining 
the unsuccessful results of joint denerva- 
tion, 124 dissections were made at the De- 
partment of Anatomy of the Faculdade de 
Medicina. 

On the basis of this anatomic research, 
denervation of the hip joint for treatment 
of osteoarthritis was made in 50 cases. 


Clinical Material. — This investigation 
covers 50 denervations of the hip joint in 
46 patients, in 4 of whom the operation 
was bilateral. There were 19 male and 27 
female patients. Their ages ranged from 
14 to 79 years; the majority were in their 
sixties. 

The anamneses, as well as the roent- 
genologic and clinical changes, were va- 
ried. All patients referred to pain of long 
duration (an average of eight years) 
treated by several conservative methods. 
Laboratory tests and specialized examina- 
tions revealed no abnormality or only 
slight deviations. 


Te publications of Tavernier on the 


From the Orthopedic o—, Faculty of Medicine of the 
University of Sao Paulo, . F. E. Godoy Moreira, Director. 
Based on a thesis pot of Docent-Livre, Faculty of 
Medicine, Sao Paul 
Submitted for pubtiention Nov. 30, 1955. 


In 19 patients osteoarthritis was a pri- 
mary manifestation, without evident 
cause; in others it was secondary to an- 
other disease, mostly osteochondritis. 

Operative Technic: The crural approach 
was used in 34 patients and the cruropel- 
vie approach in 15. In only 1 case was 
section of the trunk of the obturator nerve 
made by the pelvic approach. 

For the crural approach a curved inci- 
sion was made parallel to the crural arch, 
following a vertical course slightly in- 
clined outward, 1 transverse fingerbreadth 
lateral to the tendon of the adductor 
longus muscle. After lateral removal of 
the saphenous vein and incision of the 
superficial aponeurosis, the pearly tendons 
of the adductor longus and the pectineus 
muscles were reached (see illustration, A). 
Between these two muscles, the divisions 
of the anterior branch of the obturator 
nerve were followed up to the external 
opening of the canalis obturatorius. Par- 
tial or total dissection of the pectineus 
muscle and the pubofemoral ligament on 
the pubis and section of the infrapubic 
bandelette was performed in the majority 
of cases. 

By means of a hook, the posterior branch 
or trunk of the obturator nerve was de- 
tached, and one or more thin filaments 
running downward and outward in the di- 
rection of the hip joint, without muscular 
contraction, were resected (B). 

Dissection was always continued: a 
layer of fat, which frequently obliterates 
the external opening of the channel, was 
removed. The channel was dissected with 
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a blunt instrument on the lateral aspect, 
so as to avoid hemorrhage. Under these 
conditions, with the hook facing the lat- 
eral aspect of the channel, a filament, if 
present, could be “fished out.” The re- 
moval of this filament is comparable to a 
tooth’s extraction. Thus, all filaments 
running downward and outward in the di- 
rection of the joint, without muscular 
contraction, were resected. 

In these dissections, a great abundance 
of articular branches arose from the trunk 
of the obturator nerve in the pelvic cavity ; 
therefore the cruropelvic approach, by 
which the accessory obturator nerve is also 
reached, was adopted. The crural ap- 
proach was completed in one pelvic stage 
(C) ; through the same incision, the apo- 
neurosis of the external oblique muscle of 
the abdomen was sectioned, the elements 
of the inguinal cord were removed; pene- 
tration into the deep opening of the ingui- 
nal channel was obtained, and through the 
subperitoneal space the trunk of the ob- 
turator nerve was localized with the tip 
of the index finger. This trunk was de- 
tached from the pelvic wall by a delicate 
hook, and a small twig arising from the 
inferior margin of the nerve trunk and 
penetrating into the internal orifice of the 
channel was resected. 

Neurotomy of the Dorsal Articular 
Branches: A curvelinear incision was 
made 2 fingerbreadths medial to the 
greater trochanter (D), and the portion 
of aponeurosis of insertion corresponding 
to the superior fibers of the gluteus maxi- 
mus muscle (£), at the level of the greater 
trochanter, was sectioned. This was fol- 
lowed by medial removal of the gluteus 
maximus reaching the subgluteal space 
(F) until the trunk of the ischial nerve 
was exposed (G). With the inferior out- 
line of the major ischial foramen as a 
landmark, the nerve trunk was carefully 
detached from the subadjacent plane and 
the musculo-articular nerve investigated, 
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within the boundaries established by our 
anatomic observations, 2.5 cm. above to 
2.5 cm. below the inferior outline of this 
foramen. Thus the musculo-articular 
nerve (nerve of the inferior gemellus mus- 
cle) was observed to become detached 
from the anterior aspect of the trunk of 
the ischial nerve and, after a short, vari- 
able course of 0.3 to 4.5 cm., according to 
my anatomic data, deepening at the level 
of the cranial margin of the superior 
gemellus muscle (H). The nerve can be 
identified by the contraction of the infe- 
rior gemellus or the quadratic femoral 
muscle obtained by its excitation. By this 
approach it is possible to explore the 
trunk of the nerve upward and down- 
ward, as well as all the elements of the 
region. To avoid more extensive detach- 
ments, localization of the inferior out- 
line of the major ischial foramen by the 
tip of the index finger is useful. When the 
origin of the musculo-articular nerve is 
high, lateral disinsertion of the pyriform 
muscle shows the major ischial foramen 
and enables one to explore the roots of the 
plexus, beyond the boundaries of origin of 
the musculo-articular nerve. 


Clinical Results: In evaluating the re- 
sults, the longest period of observation 
was six years. Eighteen cases in which 
there was less than a year and a half of 
control or in which the result was handi- 
capped for other reasons, were excluded. 


Results were considered “good” in pa- 
tients who complained of little or no pain, 
who returned to their normal work and 
in whom this favorable effect was ob- 
servable at least one and one-half years 
later. Of 32 cases the results in 19, or 
59.37 per cent, were satisfactory. Two pa- 
tients in these 32 cases were controlled for 
over five years; 4 for over four years and 
7 from three to four years; 4 were ob- 
served over two years and only 2 for 
over one and one-half years. 


As “regular” are classified the results 
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A, superficial aponeurosis incised and greater saphenous vein removed. Note nacreous tendon of 
the adductor longus muscle (m.a.l.) and the pectineus muscle (m.p.) The incision was made in 
the medial third of the anterior aspect of the thigh. As a point of reference, the tendons of the 
adductor muscles were used. B, space between thé adductor longus and the pectineus muscle, show- 
ing the divisions of the anterior ramus of the obturator nerve, which were followed in a cranial 
direction. Note the superior bundles of the adductor brevis (m.a.b.) and the external obturator 
(m.o.e.) muscles and the posterior ramus of the obturator nerve. After the freeing of the pubic 
insertions of the medial pectineus fibers, the external orifice of the obturator canal is widely ex- 
posed (0.e.). The obturator nerve and vessels having been removed in a medial direction, careful 
observation reveals, next to the lateral wall of the canal, the articular branches (7.a.) that run 
downward and externally toward the joint. C, cruropelvic approach. For the crural operation the 
surgeon proceeds as aforedescribed; then, by means of the short horizontal arm of the incision, 
which is parallel to the crural arch, he can reach the deep orifice of the inguinal canal and through 
this, by way of the subperitoneal space, the stem of the obturator nerve (n.o.). Then, after care- 
ful removal of the iliac veins, he seeks, at the medial margin of the psoas muscle, the accessory 
obturator nerve (v.0.a.; 7.a.), the anterior branch of the obturator nerve. D, topographic sketch 
of the major ischial foramen (f.i.m.) nerve (7.i.) in relation to the skeletal landmarks. E, pos- 
terior approach, showing the trochanteric portion of the aponeurosis of the gluteus maximus mus- 
cle (m.g.m.) at its point of insertion; this is cut near the great trochanter. The incision is made 
6 to 10 cm. long and placed about 2 transverse fingerbreadths from the osseous markers (aug- 
mented for clarity). F, gluteus maximus muscle (m.g.m.) bent backward. Note the sheet of loose 
cellular tissue, the natural plane of cleavage between this muscle and the first inferior muscle 
layer. The maneuver is continued until the trunk of the ischial nerve (.i.) is exposed. G, re- 
gional elements widely exposed: m.p., pyriform muscle; m.g.me., the gluteus medius; g.s., the su- 
perior gemellus; t.o.e., tendon of the internal obturator; g.i., the inferior gemellus; 7.i., the ischial 
nerve. H, sketch showing how, by careful suspension of the lateral margin of the ischial nerve (7.i.), 
one sees the musculo-articular nerve (7.m.a.), which arises from the anterior aspect of the superior 
gemellus muscle (m.g.s.). Note also the quadratus femoris muscle (m.q.f.). 


Finally, results were considered poor 
when slight improvement or none what- 
soever occurred. There are 4 patients 


obtained in patients who obtained some 
relief of pain but are not yet rehabili- 
tated, because pain, although slight, re- 


mains a handicap. We also placed in this 
category cases in which, although the im- 
provement obtained was considerable, it 
was not maintained. Nine patients (28.12 
per cent) were included in this group. 


(12.50 per cent) in this group. 

In 21 patients (40.62 per cent), the 
articular movements acquired greater 
amplitude; in 18 (46.8 per cent) they re- 
mained unchanged, with continued re- 
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striction in 12.5 per cent. 


COMMENT 


Some controversial features noted in 
the literature are taken into considera- 
tion. 

Approach. — As regards the approach 
to the ventral branches, the authors are 
of different opinions, some choosing the 
crural approach and others the pelvic. 
Obviously, from the surgical point of 
view, the preference of any author is 
derived from his experience, but it is 
necessary to determine which approach 
reaches the greater number of articular 
branches. According to my anatomic data, 
the pelvic approach offers greater secur- 
ity if the trunk of the obturator nerve is 
sectioned. When simple selective resection 
of articular filaments is made, however, 
this approach does not have the same 
value. As a matter of fact, according to 
my observations, the filaments arise with- 
in the pelvic cavity in 40.29 per cent of 
cases, at the level of the internal orifice 
in 26.86 per cent, within the canal in 17.61 
per cent and at the level of its external 
orifice in 14.92 per cent. Thus, by the 
pelvic approach the articular branches 
within the channe] and at the level of its 
external orifice, i. e., 32.53 per cent, 
would not be reached. 

On the other hand, by means of the 
selective resection technic, the crural ap- 
proach reaches the majority of articular 
branches of the obturator nerve if some 
anatomic details are taken care of. Thus, 
the external orifice should be fully ex- 
posed, so as to enable one to explore the 
portions contiguous to the channel, with 
partial desinsertion of the pectineus mus- 
cle and, mainly, the pubofemoral liga- 
ment and the infrapubic bandelette. The 
trunk and terminal branches of the ob- 
turator nerve and the obturator vessels 
should be medially removed and the chan- 
nel explored that grazes its lateral wall, in 
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order to avoid hemorrhage. 

Nevertheless our clinical results classi- 
fied as satisfactory, regular and unsatis- 
factory occurred with approximate fre- 
quency by crural or cruropelvic approach ; 
however, the cruropelvic approach offers 
more guarantee, as the accessory obtura- 
tor nerve, when present, can be reached. 
This nerve was identified twice in 53 dis- 
sections and in 3 instances in the surgi- 
cal field of 50 denervations, which is 
equivalent to an incidence of 4.85 per 
cent; in only 1 of these 5 cases were artic- 
ular branches emitted to the hip. 

Site of Pain. — Certain authors give 
greater importance adduction contracture 
as the cause of symptoms in patients with 
osteoarthritis of the hip joint and thus 
their surgical technic for its suppression 
is resection of the posterior branch or the 
trunk of the obturator nerve. Others con- 
sider the joint itself the site of origin of 
pain, and therefore dissect only the sensi- 
tive articular filaments. 

Twenty-five of my patients referred to 
pain in the joint (“enchasign of the 
joint”), and others indicated the inguinal 
fold; 10 others stated that the pain radi- 
ated to the knee; 2 localized it in the large 
greater trochanter, and 1 stated that it 
was diffuse in the leg. In some instances 
the patients’ reference to spasm was in- 
direct, e. g., “movement was chained.” 
Others said that the spasm was constant. 

When the site of the pain was in the 
joint itself I preferred, whenever possible, 
to resect only the sensitive articular fila- 
ments, mainly in case of good joint mo- 
bility. In 15 patients, the posterior branch 
of the obturator nerve was resected. 

Femoral nerve.—In the literature, few 
references to neurotomy of the branches 
of the femoral nerve were available. 
(Padovani, Papin, Fischer, Chapchal, 
Morin-Roasenda). 

No research on the articular filaments 
of the femoral nerve was made in the 
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operative field because no articular 
branches of this"nerve were encountered 
in the anatomic dissections, but only 
slight filaments of the nerve to the pec- 
tineus, vastus lateralis, intermedialis and 
rectus femoralis muscles, which accom- 
pany vessels. Tavernier (1948), Mulder, 
Reymond, Hiertonn and Larochelie also 
expressed the opinion that the articular 
filaments of the femoral nerve have little 
or no importance. 

Radiographic Control.—Observation of 
the majority of patients during a long 
period enables me to conduct radiographic 
control and to conclude with Tavernier, 
Padovani, Kaplan, Key and Obletz that 
neurotomy does not lead to neuropathic 
articulation. 

Indications. — The earliest publications 
stress the palliative character of obtura- 
tor neurotomy. Thus Camitz (1934) 
stated in his publication, the first on the 
subject, that this operation, accompanied 
by physiotherapy, “may delay invalid- 
ism.” Afterward, Mol (1936) noted that 
“the pathologic process may not be de- 
tained but patients are made to stand 
longer, thus avoiding for these patients a 
pernicious inactivity.” 

Many authors who, although they do 
not use this technic systematically, agree 
in considering it useful in many circum- 
stances, praising its simplicity of technic 
and operative sequence. As Reymond 
commented, this operation was so seduc- 
tive that indications for its use were 
exaggerated; some started using almost 
routinely the denervation of every coxar- 
thritic patient, and an enormous percent- 
age of bad results cooled down this prema- 
ture enthusiasm. 

Nicod and Puechberty have made seri- 
ous restrictions in the method, and 
Mulder excludes it as an independent 
operation, owing to the impossibility of 
selecting, from a group of patients im- 
proved by operation, those in whom a 
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good result could be expected. 

Like Mulder, in the revision of my suc- 
cessful cases, I was unable to find roent- 
genographic indications or contraindica- 
tions for neurotomy. Some useful, even if 
not absolute data, however, may be 
pointed out. The majority of good results 
occurred in patients in whom the articular 
space was conserved to a certain degree, 
and therefore with articular cartilage. 
This is in accordance with the greater fre- 
quency of good results among patients 
with sequelae of osteochondritis. In my 
observations of the poor results, radio- 
graphic study showed marked narrowing 
of the articular space. 

Poor results were also observed in pa- 
tients with static disturbances, patients 
with pains independent of the nerve 
branches of the hip joint, patients with 
pain in the lumbar region or in the sac- 
roiliac joint, and patients with alterations 
of the spine. 

In our series, neurotomy was indicated 
for 14 elder persons with bilateral lesions; 
and for 9 younger patients (less than 22 
years of age) in whom it was convenient 
to delay a definitive solution. In 8 in- 
stances the purpose of denervation was 
to relieve articular pain in patients with 
good mobility of the joint. In other cases, 
restrictions to osteoarticular operations 
in obese patients, with their sequelae — 
multiple fractures of the pelvis, cardiac 
lesions, and shortening and tilting of the 
pelvis. I always had in mind the fact that 
articular denervation is a palliative opera- 
tion, as it was considered by the first au- 
thors who applied neurotomy to coxar- 
thria. For many of these patients, the re- 
sults over a relatively long period were 
satisfactory. 


CONCLUSIONS 


Of the author’s series of operative pa- 
tients, 59.73 per cent obtained good re- 
sults; 28.12 per cent, fair results, and 
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12.50 per cent, bad results. The majority 
were followed up for three to six years, 
and evaluation was based mainly on the 
effects of the denervation on pain. 

The articular’ movements acquired 
greater amplitude in 40.62 per cent of the 
patients, remained unaltered in 46.86 per 
cent and continued to be restricted in 
12.5 per cent. 

Roentgen control of most of the pa- 
tients over a long period led the author to 
conclude that neurotomy of the hip does 
not produce osseous articular alterations 
of the neuropathic type. On the contrary, 
in some cases he noted improvement of 
articular lesions on roentgen examination. 

It is the author’s opinion that disagree- 
ments with regard to this operation are 
due to the exaggerated use of a procedure 
proposed only as a palliative measure 
in clinical cases of painful osteoarthritis. 
Bad results are also a consequence of 
inadequate operative technic—e.g., when 
one tries to do an exclusive resection of 
the articular twigs of the obturator nerve. 
There are still poor results that can be 
attributed only to deficient knowledge of 
modern articular physiopathologic con- 
cepts and of the mechanism of pain. This 
is the greatest objection to the procedure. 

In spite of successful results and exten- 
sive indications for arthoplasty, however, 
there is still a place, though restricted, 
for palliative procedures such as denerva- 
tion, which may be useful in some cases. 


SCHLUSSFOLGERUNGEN 


Die Krankheitsserie operierter Pa- 
tienten des Verfassers wies 59,37% gute, 
28,12% missig gute und 12,5% schlechte 
Resultate auf. Die Mehrzahl der Kranken 
wurde drei bis sechs Jahre lang nach- 
untersucht, und die Bewertung griindete 
sich auf dem Einfluss der Nervenresek- 
tion auf den Schmerz. 

Der Umfang der Bewegungen im Ge- 
lenk nahm in 40,62% der Kranken zu, 
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blieb in 46,86% unverandert und verrin- 
gerte sich fortgesetzt in 12,5%. 

Die Mehrzahl der réntgenologischen 
Nachuntersuchungen, die an Kranken 
iiber einen langen Zeitraum hinaus ausge- 
fiihrt wurden, liess den Verfasser zu der 
Schlussfolgerung kommen, dass die Ner- 
vendurchschneidung der Hiifte nicht zu 
Knochen-und Gelenkveranderungen neu- 
ropathischer Art fiihrt. Im Gegenteil 
konnte er in manchen Fallen eine Ver- 
besserung der knéchernen Gelenkschadi- 
gungen am Réntgenbilde beobachten. 

Die hinsichtlich dieser Operation be- 
stehenden Meinungsverschiedenheiten 
sind nach Ansicht des Verfassers auf die 
iibertriebene Anwendung eines Verfahrens 
zuriickzufiihren, das als palliative Be- 
handlung in klinischen Fallen von schmerz- 
hafter Osteoarthritis gedacht ist, Schlech- 
te Resultate sind auch auf unzulangliche 
Operationstechnik zuriickzufiihren, be- 
sonders bei dem Versuch, ausschliesslich 
die Gelenkaste des Obturatornerven zu re- 
sezieren. Ferner lassen sich auch schlechte 
Ergebnisse aufweisen, die nur durch un- 
zulingliche Kenntnis der modernen Auf- 
fassung der Physiopathologie der Gelenke 
und des Schmerzmechanismus erklart 
werden kénnen. Hier liegen die wich- 
tigsten Griinde fiir den Widerstand gegen 
die Operation. Trotz der Erfolge und der 
umfangreichen Indikationen der Gelenk- 
plastik haben die palliativen Massnahmen 
wie die Entnervung des Gelenks, die in 
manchen Fallen niitzlich sein kann, ihren 
wenn auch bescheidenen Platz. 


CONCLUSIONI 


Nella serie presentata il 59,87% degli 
operati ottenne risultati buoni, il 28,12 
risultati discreti ed il 12,50 cattivi. La 
maggioranza dei malati fu seguita da 3 a 6 
anni e la valutazione dei risultati venne 
basata sui risultati ottenuti nella cura del 
dolore per mezzo della denervazione. I 
movimenti articolari acquistarono in am- 
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piezza nel 40,62%_dei malati, non subirono 
modificazioni nel 46,86 e continuarono a 
subire limitazioni nel 12,50%. Controlli 
radiologici eseguiti a distanza di tempo 
hanno consentito di concludere che la neu- 
rotomia dell’anca non produce alterazioni 
ossee 0 articolari di tipo neuropatico. Al 
contrario si pud avere miglioramento delle 
lesioni osteo-articolari stesse. L’autore 
crede che la scarsa popolarita del metodo 
sia dovuta al suo impiego nell’osteoartrite 
dolorosa. Cattivi risultati si ottengono 
anche se la tecnica non é corretta soprat- 
tutto quando si cerca di resecare il ramo 
articolare del nervo otturatore. Vi sono 
infine cattivi risultati dovuti ad una in- 
sufficiente conoscenza della fisiopatologia 
e del meccanismo dei dolori articolari. 
Queste sono le obiezioni che vengono mosse 
al metodo. Ad onta dei buoni risultati e 
del vasto impiego della artroplastica, tut- 
tavia, vi 6 ancora posto, se pur limitato, 
per gli interventi palliativi come la dener- 
vazione articolare che in qualche caso pud 
essere efficace. 


CONCLUSIONS 


59,37% dans la série des patients opéres 
par l’auteur obtinrent un résultat parfait, 
un assez bon résultat fut obtenu 4 28,12% 
et un mauvais résultat 4 12,50%. La plu- 
part des malades fut observée pendant 8 a 
6 ans et )’évaluation fut basée sur l’effet 
de la dénervation sur les douleurs. 

L’amplitude des mouvements articu- 
laires devenait plus large a 40,62% des 
malades, ne changeait pas a 46,86% et 
continua d’étre restreinte a 12,50%. 

Les examens radiographiques qui furent 
continués dans la plupart des cas pendant 
une longue période donnaient la conclu- 
sion 4 l’auteur que la neurotomie de la 
hanche ne produit pas d’altération osseuse 
du type neuropathique. Au contraire, en 
quelques cas il observait l’amélioration des 
lésions osseuses l’examen radiogra- 
phique. 
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Dans l’opinion de l’auteur le désaccord 
en ce qui concerne cette opération est 
causé par l’emploi exagéré d’une procé- 
dure proposée comme mesure palliatif 
dans des cas clinicaux d’ostéoarthrite 
douloureuse. Des mauvais résultats sont 
aussi les conséquences d’une technique 
opératoire insuffisante, surtout si l’on es- 
saye de faire une résection exclusive des 
branches articulaires du nerf obturateur. 
Aussi de mauvais résultats peuvent étre 
attribués 4 la science insuffisante des con- 
cepts modernes de la physiopathologie 
articulaire et du mecanisme de la douleur. 
C’est l’objection principale 4 cette opéra- 
tion. Malgré les succés et les indications 
étendues pour |’arthroplastie, il y a encore 
de l’occasion, tout de méme restreinte, 
pour les operations palliatives, comme la 
dénervation articulaire, qui sera utile en 
quelques cas. 
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Pettifoggers in law and quacks in medicine have held from time immemorial the 
fee simple of a vast estate, subject to no alienation, diminution, revolution or tax— 
the folly and ignorance of mankind. 


—Colton 


Nothing more strikingly betrays the credulity of mankind than does medicine. 
Quackery is a thing universal, and universally successful. 


—Thoreau 


He who attempts to make others believe in remedies which he himself despises, 
is a puffer; he who makes use of more means than he knows to be necessary, is 
a quack; and he who ascribes to those means a greater efficacy than his own experi- 


ence warrants, is an imposter. 
—Lavater 


From powerful causes spring the empiric’s profits—man’s love of life, his weak- 
ness and his pains. These first induce him to try the nostrum’s power, then lend 
his name so that others too may be cheated. 


—Crabbe 


Said a clever quack to an educated physician, “How many of the passing mul- 
titude, do you suppose, appreciate the value of science, or understand the impo- 
sitions of quackery?” “Not more than one in ten,” was the answer. “Well, then,” 
said the quack, “you may have the one; I’ll take the other nine.” 


—Hazlitt 
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Otorhinolaryngologic Surgery 


Carcinoma of Larynx 


UMORS of the larynx and neck, both 
"Trenton and malignant, present many 
problems of diagnosis and manage- 
ment in otolaryngologic practice. It would 
be very difficult in a small space to present 
a comprehensive review of such tumors. 
Many of them, however, have particular 
interest and importance, either because of 
the frequency of their occurrence or the 
particular difficulty in their management. 
One need only mention the many types 
of benign tumor that may occur in the 
larynx. These include granulomatous 
masses produced by chronic infection, spe- 
cific and nonspecific, as well as the less 
seldom encountered congenital tumors. 
Laryngocele is one form of congenital mal- 
formation that may lead to tumor or cyst 
formation, which may ultimately produce 
marked obstruction or a visible swelling 
in the neck. Papilloma, chondroma and 
bony tumors may also develop in the 
larynx. Most important is the fact that 
these tumors of the larynx, because of 
their location, may produce hoarseness 
and serious vocal impairment, or laryngeal 
obstruction resulting from progressive 
encroachment on the airway. Treatment 
of such a mass varies with the site and 
extent of the tumor and may be as simple 
as intralaryngeal surgical removal with a 
forceps or as complex as total laryngec- 
tomy. 


From the Department of Otolaryngology, University of 
Illinois College of Medicine, Chicago. 

Read at the Twentieth Annual Congress of the United 
States and Canadian Sections, International College of Sur- 
geons, Philadelphia, Sept. 12-15, 1955. 

Submitted for publication March 2, 1956. 
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Malignant tumors of the larynx con- 
tinue to present many difficulties, despite 
the years of accumulated experience in 
their management. Early diagnosis has 
been emphasized and reemphasized, yet 
otolaryngologists continue to observe many 
more advanced carcinomas of the larynx 
than early ones. It is appalling to think 
that this state of affairs prevails with re- 
gard to a malignant growth that can be 
seen merely by looking for it, and in many 
instances can be “heard” simply by listen- 
ing to the patient’s speech. Patients are 
indeed fortunate that carcinoma in this 
area often makes its presence known at a 
very early stage. Yet, Friedberg and Wall- 
ner,! of this department, in reporting 31 
cases of cordal carcinoma in which hoarse- 
ness was the only symptom, noted that the 
average duration of this symptom before 
diagnosis was seven months—and this 
length of time for a tumor whose diagno- 
sis can be established quickly and with 
relative ease by biopsy! 

Diagnosis may be established by direct 
or indirect laryngoscopic study. With the 
former, careful evaluation of the extent of 
involvement must be made to determine 
the most favorable form of medical or sur- 
gical management. Ayre? advocated the — 
use of a brush on a long handle to obtain 
samples of cells from the lesion to be stud- 
ied by the Papanicolaou technic. 

Another aid to diagnosis is the use of 
the frozen section technic at the time of 
the initial direct laryngoscopic study and 
biopsy. In some cases, when considerable 
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edema is present, biopsies may give nega- 
tive results, necessitating repeated proce- 
dures. Aprigliano and Torres*® have sug- 
gested that frozen section study might be 
done at the time of biopsy, so that, if the 
tissue is not diagnostic, a second biopsy 
may be done immediately. This need not 
be carried out routinely, but it might prove 
helpful when difficulty is anticipated. Ad- 
ditional diagnostic information may be 
obtained by laminagraphic studies‘ of the 
laryngeal area. In many cases I have 
found it difficult or impossible to determine 
the subglottic extent of large lesions. 
Laminagrams will often demonstrate the 
swelling below the level of the vocal cords 
and its encroachment on the airway. 


Interestingly, management of carcinoma 
of the larynx seems to be moving in dia- 
metrically opposite directions at the same 
time. It has been known for many years 
that small lesions suitable for local resec- 
tion by the laryngofissure approach also 
respond to irradiation. Reports indicate 
that roentgen therapy in fractionated 
doses, applied by those with years of ex- 
perience and technical know-how, can ac- 
complish cure in a percentage of cases 
approximating that achieved by surgical 
therapy, and thereby assure a more satis- 
factory voice. The trend, therefore, in 
cases of very early carcinoma, is toward 
more conservative management. 


On the other hand, many carcinomas 
formerly treated only palliatively by irra- 
diation are now being managed surgically, 
with wide resection not only of the larynx 
but the pharynx and neck. These include 
tumors involving the supraglottic struc- 
tures, the ventricle, the false cord and base 
of the epiglottis, the pyriform sinus or the 
subglottic areas, with or without palpable 
cervical metastases. Thus, the trend with 
more extensive tumors of this type is 
toward more radical or, preferably 
phrased, adequate surgical treatment. 


The management of carcinoma of the 
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larynx without distinct metastasis is de- 
pendent on a number of factors: (1) the 
site of involvement, (2) the extent of in- 
volvement, and (3) the pathologic classi- 
fication of the growth. As has been stated, 
small lesions involving only the true vocal 
cord are amenable to laryngofissure or 
roentgen therapy. 


In 1926, MacKenty,5 commenting on 
laryngofissure, described himself as com- 
pelled “to take a most conservative atti- 
tude toward it. I would place the ban on 
all posterior third growths; on those in the 
anterior commissure crossing the midline; 
on rapidly growing cancers of any size or 
position, especially in the young; on can- 
cers starting in the deep structures of the 
larynx; on growths occupying over one- 
third the extent of the cord in any posi- 
tion; on growths appearing small with 
incipient loss of cord function; on bilateral 
cancers of any size. We have for thyrot- 
omy, therefore, middle third cord growths 
involving only the surface of the vocal or 
ventricular bands circumscribed and small 
in extent and of slow growth.” In the 
light of present-day experience, of course, 
exceptions can be made to these hard and 
fast rules; nevertheless, when this is done, 
the risk of recurrence and the chances of 
failure to cure are increased. The basic 
concept of cancer surgery remains today 
exactly the same as it was in MacKenty’s 
time—wide resection including a good 
margin of normal tissue, and that cannot 
be accomplished within the larynx with 
any but the smallest lesions. 

In carefully selected cases a portion of 
the anterior commissure can also be re- 
sected by means of the Kemler technic, 
but, by and large, the previously men- 
tioned concepts should be strictly applied. 
More extensive operation is indicated for 
all laryngeal lesions except those de- 
scribed. 

Lesions involving the false cords, the 
ventricle and the aryepiglottic fold are 
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best treated by laryngectomy, and in many 
cases, when the involvement is unilateral, 
combined with radical neck dissection. 
Subglottic lesions, likewise, are best man- 
aged by total laryngectomy, either with or 
without neck dissection. Studies indicate 
that malignant nodes are already present 
in a high percentage of cases in which the 
laryngeal lesion involves more than the 
true cords, even though these nodes can- 
not be palpated. 

Ogura® reported an incidence of malig- 
nant though not palpable nodes in 38.3 per 
cent of cases of extensive laryngeal carci- 
noma in which neck dissection was done 
and the tissues thoroughly examined. Per- 
centages varying from 30 to 50 have been 
reported by others. Since the incidence of 
malignant nodes has been observed to be 
so high in many series in which there was 
no clinical evidence of metastatic spread, 
neck dissection combined with laryngec- 
tomy appears to be the procedure of choice 
for extensive laryngeal carcinoma other- 
wise suitable for operation. 

Needless to say, neck dissection should 
be combined with a wide-field laryngectomy 
technic. It is fortunate that the tumor in 
the area has developed within a distinct 
anatomic framework, so that there is no 
reason to break into the potentially in- 
volved area during the operation. The 
surgeon is in a position to extirpate the 
lesion, together with the surrounding nor- 
mal tissue, and still reconstruct the phar- 
ynx in most cases. I routinely remove the 
hyoid bone and epiglottis above, as well as 
the cricoid and several tracheal rings be- 
low, to insure wide resection. When neck 
dissection is done, the thyroid lobe on the 
involved side is removed, together with 
the larynx, to avoid breaking into the field 
of spread of the tumor. 

In a recent symposium on carcinoma of 
the larynx, Schall? described in some de- 
tail the steps in what he calls “block re- 
section of the larynx.” This has also been 
called the wide-field laryngectomy technic 
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in contrast to a narrow-field technic or 
skeletonizing procedure. Unfortunately, 
despite the advances that have been made 
with such wide-field procedures, some texts 
published as late as 1952 still present de- 
tailed descriptions of narrow-field technics 
for lesions advanced enough to warrant 
total laryngectomy. I am convinced that 
any lesion with clear-cut indications for 
laryngectomy should be dissected by_ the 
block technic aforementioned, including 
the hyoid bone, the epiglottis, the strap 
muscles, the cricoid cartilage and several 
tracheal rings. This will insure a wide 
margin of normal tissue in those regions 
where local recurrence is most likely to 
develop. It includes the pre-epiglottic 
space between the hyoid bone and the up- 
per margin of the thyroid cartilage, the 
cricothyroid membrane and a good margin 
of tissue in the subglottic region. 

In a report in the Journal of Laryngol- 
ogy and Otology, Ormerod® reviewed the 
management of cancer of the larynx. He 
observed a certain number of local recur- 
rences about the tracheal stoma and ex- 
pressed the opinion that this might have 
been due to local implantation when an 
intratracheal tube was forced past the 
laryngeal lesion during the process of 
anesthetizing the patient. Several years 
ago the anesthetic technic was changed. 
Preliminary tracheotomy was done and 
anesthesia given through the tracheotomy 
opening, and the incidence of local recur- 
rence about the stoma was significantly 
reduced. Comparable local recurrence at 
the line of incision has been reported as 
following operations on the bowel, when 
local resection of a segment of bowel has 
been done and end-to-end anastomosis ac- 
complished. Studies have shown the pres- 
ence of free tumor cells within the intes- 
tinal lumen, and implantation can occur 
even though resection has included a wide 
margin of normal tissue about the localized 
lesion. 
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Surgical treatment of carcinoma of the 
larynx is dependent on the site and extent 
of the lesion. Attempts must be made to 
correlate the results of such surgical ther- 
apy with accurate description of the laryn- 
geal lesions, since it is difficult to compare 
various series of cases when such vague 
terms as extrinsic, intrinsic, supraglottic, 
endolaryngeal, etc., are used to describe 
the lesions. Supraglottic lesions, for ex- 
ample, may vary from a small lesion of 
the false cord area to extensive involve- 
ment of both sides of the larynx and the 
base of the epiglottis. If surgeons are to 
derive the maximum benefit from the ex- 
periences of others in the field, the sites 
of these lesions must be described in de- 
tail, so that the results of the therapy may 
be correlated with the site and extent of 
the lesion. 

The pathologic classification of laryngeal 
carcinoma is another factor that must be 
evaluated in determining the best therapy 
to be applied. Anaplastic lesions have a 
great tendency to recur despite wide ex- 
cision. Further, anaplastic or poorly dif- 
ferentiated epidermoid carcinoma develops 
more often in areas of the larynx richer in 
lymphatics than are the true vocal cords, 
so that the site of the lesion becomes a 
complicating factor and must be consid- 
ered in evaluating the part played by the 
pathologic classification in the prognosis 
of such a tumor. Since the response of 
anaplastic carcinoma to irradiation is 
quite good and the results of surgical 
treatment are often disappointing, it is 
probably best to treat most fairly extensive 
undifferentiated tumors by irradiation. 

The management of the patient with 
carcinoma of the larynx extends far be- 
yond the decision as to the type of therapy 
and the choice between operation and ir- 
radiation. It includes also the management 
of postirradiation reaction in the mucosa 
and skin and postoperative management 
of the patient with a permanent tracheal 
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stoma subject to the exposure of the 
tracheal mucosa without the protection of 
the upper air passages. Conley has re- 
viewed these complications in great detail 
and has discussed their treatment thor- 
oughly.® 

In addition, treatment of cancer of the 
larynx includes rehabilitation of the pa- 
tient who has undergone total laryngec- 
tomy. Preliminary steps in this program 
should be taken before the operation is 
done, so that the patient is adequately pre- 
pared for the procedure. He must be told 
not only what is to be done but the details 
of the training program that will follow 
to restore his ability to speak. Some pa- 
tients will benefit a great deal by seeing 
other laryngectomized patients and hear- 
ing them speak. However, the best time 
to provide such training is often an indi- 
vidual matter, and may be deferred until 
after the operation has been performed. 
Most of my patients are able to learn to 
speak again with an esophageal voice, 
though their facility with such speech 
varies a great deal. The opportunity to 
learn this type of speech can be provided 
to all such patients, and this is an essential 
part of the surgeon’s responsibility for 
their care. His efforts must be directed 
not only to eradication of the malignant 
process but to restoration of the patient to 
his family and his gainful occupation. 


SUMMARY 


Carcinoma of the larynx, which, like 
other malignant tumors of that organ, pre- 
sents many difficulties. The author states 
that advanced carcinoma of the larynx is 
still encountered oftener than the same le- 
sion in an early stage, despite the recent 
emphasis on early examination. Aids tc 
diagnosis are direct and indirect laryngo- 
scopic study and biopsy, the frozen section 
technic and laminographic study of the 
laryngeal area. Management in the ab- 
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sence of metastases depends on the site 
and extent of involvement and on the path- 
ologic classification of the tumor. The 
surgical technics employed by the author 
and by other contributors to the literature 
are outlined. 


ZUSAM MENFASSUNG 


Das Kehlkopfkarzinom bietet wie andere 
bésartige Geschwiilste dieses Organs viele 
Schwierigkeiten. Der Verfasser bemerkt, 
dass trotz neuerlicher Forderungen friih- 
zeitiger Untersuchung der Kehlkopfkrebs 
im vorgeschrittenen Stadium immer noch 
haufiger zur Beobachtung kommt als im 
Anfangsstadium. Zu den diagnostischen 
Hilfsmitteln gehéren die direkte und indi- 
rekte laryngoskopische Untersuchung, die 
Probeexzision, die Gefrierschnittunter- 
suchung und die Laminographie des Kehl- 
kopfgebietes. Die Art der Behandlung 
hangt, wenn keine Metastasen vorliegen, 
vom Sitz und von der Ausdehnung der 
Erkrankung und vor der pathologischen 
Klassifizierung der Geschwulst ab. Es 
wird eine Ubersicht iiber die vom Verfas- 
ser und anderen Autoren, die zur Literatur 
beigetragen haben, angewandten chirur- 
gischen Techniken gegeben. 


RESUME 


Le carcinome du larynx, comme les au- 
tres tumeurs pernicieuses de cet organe, 
présente de nombreuses difficultés. L’au- 
teur déclare que le carcinome avancé du 
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larynx est un cas encore plus fréquent que 
la méme lésion 4 ses debuts bien que |’ac- 
cent ait été mis récemment sur un examen 
précoce. Le diagnose peut étre aidé par 
étude laryngoscopique directe et indi- 
recte, la biopsie, la technique de la section 
gelée et l’étude laminographique de la 
région laryngique. En |’absence de métas- 
tases, le traitement dépend de |’emplace- 
ment et de |’étendue ainsi que de la classi- 
fication pathologique de la tumeur: Les 
techniques chirurgicales employées par 
lauteur et certains autres qui ont contri- 
bué a l’article, sont également soulignées. 
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If, in a woman who is carrying twins, one breast becomes thin, a miscarriage 
will occur of one of the children. If the right breast is affected, the male child will 
be lost; if the left, the female. 


—Hippocrates 
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experience that, when surgical inter- 

vention becomes necessary in the treat- 
ment of chronic sinusitis, conservative 
measures in most cases will achieve the 
desired return to normal with subsidence 
of infection. The criteria for sinus opera- 
tions established by clinicians in years 
past have undergone revision. These cri- 
teria have been influenced by two impor- 
tant factors, the advent of the antibiotics 
and the increasing awareness of the role 
played by allergy in the production and 
perpetuation of diseases of the respiratory 
tract.! In modern practice it is becoming 
less strongly indicated to employ even the 
conservative surgical measures; reversal 
of pathologic change is achieved by com- 
bined therapy directed to the infecting 
organisms and the allergic state.2 In the 
care of acute infections of the sinuses, the 
fearsome complications of sinus disease 
are now rare. Clinical entities such as 
osteomyelitis of the frontal bone and the 
calvarium are almost never encountered. 
No one will doubt that this is due to the 
increasing number of the antibiotics, with 
their wide spectrum effect and their 
prompt employment. Failures in therapy 
are usually the result of mistaken diag- 
nosis or too late use of the proper anti- 
biotic. Not to continue the use of the drug 
over a sufficient period to maintain its 
proper effect may contribute to poor clin- 
ical results. Only in cases in which sur- 
gical drainage must be established or 
those in which the return to normal is not 


[. is now well established by clinical 
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evident after continued therapy must 
surgical measures be considered. 

The Frontal Sinus.—The treatment of 
frontal sinusitis and the end results there- 
of have been reported by many clinicians. 
Boies,? Brown,‘ and Goodyear® are among 
those who have contributed to the prob- 
lem. The key to a successful end result 
in the care of acute or subacute frontal 
sinusitis is careful avoidance of the naso- 
frontal duct. Most observers agree that 
rigorous attempts at intranasal approach 
to the frontal sinus via the nasofrontal 
connections is not good therapy. The trau- 
matic insult to an already inflamed mucosa 
results in continuance of the inflamma- 
tory edema, and thus drainage of the sinus 
is impeded. In such cases the frontal sinus 
rasp has been replaced by the motor- 
driven burr employed for trephine in the 
floor of the frontal sinus. The indications 
for this simple procedure are as follows: 

1. Acute infectious frontal sinusitis 
that fails to respond to the local intra- . 
nasal measures (vasoconstrictors em- 
ployed topically in the middle meatus area, 
infraction of the middle turbinate, and the 
use of wide-spectrum antibiotics, paren- 
terally and orally). 

2. Acute exacerbations of chronic fron- 
tal sinusitis. Surgical treatment is here 
employed as a conservative means of care 
in conjunction with the use of an anti- 
biotic determined by cultures. 

3. Sudden intracranial complications 
occurring as the result of acute fulminat- 
ing frontal sinusitis, when preliminary 
drainage must be established and the pa- 
tient is being prepared by administration 
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of an antibiotic before the sinuses are 
more extensively explored. 

Trephining Technic: General or local 
anesthesia can be employed. Local infil- 
tration with 1 per cent procaine and epi- 
nephrine 1:50,000 is used in either in- 
stance and is effective in controlling 
bleeding. With adequate preoperative 
sedation, local anesthesia has been prefer- 
able. The eyebrow is not shaved. The in- 
cision is made at a point just between the 
nasal dorsum and the inner canthus of 
the eye and is carried laterally just below 
the eyebrow to a distance of 2 or 3 cm. 
The incision is completed to the perios- 
teum. A freer type of elevator is used to 
elevate the periosteum of the orbital roof, 
the supraorbital ridge being first identi- 
fied at its inner half. Traction exerted by 
sutures placed in the everted wound mar- 
gins or by small retractors will expose the 
denuded bone with only slight displace- 
ment of the globe. The motor-driven burr 
is used to enter the floor of the frontal 
sinus through the thin plate of bone. The 
opening is gradually enlarged by means 
of the burr and is made large enough only 
for the insertion of a No. 12 or No. 14 
French catheter. In most cases pus will 
be seen under pressure. No suction is em- 
ployed in the sinus, lest part of the sinus 
be denuded of mucosa. The use of the 
probe or curet is avoided. No attempt is 
made to enlarge the opening sufficiently 
to inspect the interior of the sinus. The 
chief purpose here is to establish drainage 
by means of the medium-sized catheter. 
Multiple sutures are not necessary; only 
one suture is placed at each end of the 
wound. A light dressing is applied with- 
out pressure. No attempt is made to irri- 
gate the sinus. The usual period for re- 
tention of this catheter drainage is three 
to five days. In a series of 14 patients 
operated on by this technic, it was neces- 
sary in only 1 instance to reinsert the 
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catheter for drainage because of recur- 
rence of pain and swelling. In this case 
the catheter was finally removed in three 
days, with no further difficulty. The de- 
formity following the trephine operation 
is practically nil in most cases. In 2 pa- 
tients of this series, there was some prom- 
inence of the scar, with a tendency to 
keloid formation, so that subsequent ex- 
cision of the scar was necessary. In 3 
patients this trephine technic was em- 
ployed during acute exacerbations of 
sinusitis after previous intranasal opera- 
tions for chronic frontal sinusitis. The 
mucosal abnormalities observed 
nasally in these patients was clinically 
considered due to a chronic allergy mani- 
fested by polyposis, which responded to 
intranasal polypectomy and attention di- 
rected to the allergic state. The end result 
in all patients was good, with the contin- 
ued use of antibiotics and antihistaminics 
over prolonged periods. 

When surgical exploration of the fron- 
tal sinus becomes necessary because of 
symptoms due to encroachment upon the 
orbital cavity or other external symptoms 
of mucocele, a modification of the Lynch 
operation has been the approach of choice. 
This technic does not disturb the naso- 
frontal duct and exposes the frontal sinus 
by removing only compact bone from the 
floor of the sinus. 

Technic of Lynch Procedure: When 
local anesthesia is employed, 1 per cent 
procaine with epinephrine 1:50,000 is 
used to infiltrate the anterior ethmoidal 
area and the region in and above the skin 
of the floor of the frontal sinus. The eye- 
brow is not shaved. The incision begins 
at the medial aspect of the floor of the 
frontal sinus just below the eyebrow and 
extends for almost its entire length. It is 
carried to the periosteum with elevation 
of the attachment of the superior oblique 
muscle ligament. When the operation is 


intra- - 


id 
¥ 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


done with the patient under general anes- 
thesia, procaine-epinephrine infiltration 
will aid in maintaining hemostasis. The 
technic employed in trephining is now 
used to remove the floor of the frontal 
sinus. The trephine opening is gradually 
enlarged with a side-cutting sharp dental 
burr and rongeurs. Gentle suction is used 
to remove discharges, and in cases of 
pyocele a thin spatula can be used to evac- 
uate the inspissated contents of the sac. 
If the mucosa is markedly hyperplastic, 
it can be gently stripped by means of a 
freer type of elevator and gauze sponges. 
- Care is taken to avoid the nasofrontal 
duct depression, which can be visualized 
in the medial portion of the sinus floor. A 
No, 14 French catheter drain is used at 
the inner portion of the wound and sewn 
to the margin of the incision. The wound 
is then sewn tightly to the point where 
the catheter extrudes, and a light dressing 
is applied. The eye is flushed with physio- 
logic solution of sodium chloride and left 
uncovered. In 11 consecutive patients 
operated upon by this method for muco- 
cele or pyocele of the frontal sinus, healing 
was uncomplicated after removal of the 
catheter, which was left in situ for an 
average period of five days. Antibiotic 
therapy preceded the operation and was 
continued for twelve to fourteen days 
thereafter. In a series of 8 patients treated 
by this method for chronic frontal sinusi- 
tis, ouly 2 needed subsequent surgical care, 
with reconstruction of the nasofrontal 
duct. The procedure followed was the one 
advocated by Boyden.® 


The Mawzxillary Sinus: The maxillary 
sinus is frequently involved by either sub- 
acute or chronic infection. In treatment, 
too much reliance can be placed upon anti- 
biotic therapy, without attention to sur- 
gical drainage of the sinus. Lavage of the 
maxillary sinus by approach through the 
natural ostium or by antral puncture un- 
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der the inferior turbinate will, in conjunc- 
tion with the use of adequate wide-spec- 
trum antibiotics, restore to normal most 
patients with subacute or chronic infec- 
tions. In an analysis of 100 consecutive 
patients treated for maxillary sinusitis, 
the condition cleared with repeated lavage 
and antibiotics in 92. Of the 8 remaining 
patients in whose cases purulent discharge 
continued despite this conservative ther- 
apy, 5 required the naso-antral window 
operation. Two patients of the last-men- 
tioned group required the Caldwell-Luc 
procedure, with a transantral ethmoidec- 
tomy later. Three patients had maxillary 
sinusitis as a sequela of dental extraction, 
with formation of an oro-antral fistula, 
and required plastic repair of the fistula 
and a Caldwell-Luc procedure. In 1 pa- 
tient, the pathologic -process involved 
chiefly the floor of the maxillary sinus; the 
remainder of the sinus mucosa appeared 
normal. Only the diseased portion of the 
mucosa was removed. In each case, the 
symptoms cleared with healing of the fis- 
tulous tract. 


The Ethmaid Sinuses. — These sinuses 
make up the group most often involved 
with polypi occurring as part of an aller- 
gic respiratory state. In a series of 60 pa- 
tients of this type, treated for clinical 
ethmoiditis, intranasal polypectomy was 
the only operation employed. Combined 
therapy, with study and treatment of the 
allergy problem and the use of antibiotics, 
autogenous bacterial vaccines and antihis- 
taminics—in almost all instances resulted 
in longer periods of comfort for the pa- 
tient without recurrence of the polyposis. 
In this series, in which the patients were 
encountered consecutively in practice, no 
patient required either the intranasal or 
the external ethmoid operation. 

The Sphenoid Sinuses. — In my experi- 
ence, the sphenoid sinuses have been rare- 
ly involved, except with mucosal thicken- 
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ing observed at roentgen examination as 
part of the pansinusitis associated with 
allergy. In this series of patients, no sphe- 
noid operations were indicated or per- 
formed. 

Consideration of surgical procedures 
directed to the nose in the therapy of sinu- 
sitis has been left for last. The clinical 
relation of the nasal septum to infectious 
involvement of any of the sinus groups is 
becoming less important. Septectomy in 
this series of cases was performed in 6 
patients, the indication having been deter- 
mined by intranasal examination. When 
there was a topical vasoconstrictor effect 
and when the middle turbinate could not 
be visualized on the deflected side, correc- 
tion of the septum was advised. Turbinec- 
tomy as a single procedure was not carried 


out in any case except when the nasal sep- 


tum operation was necessary and the con- 
dition that made it necessary was accom- 
panied by compensatory hypertrophy of 
the middle turbinate. In these circum- 
stances only the anterior portion of the 
turbinate was resected. In no case was the 
middle turbinate detached or removed. In 
4 patients submucous resection of the in- 
ferior turbinate proved useful and was 
done according to the technic described by 
House, 


SUMMARY 


In the majority of patients with sub- 
acute or chronic infection of the sinuses, 
clinical cure can be effected by conserva- 
tive measures. The role of the otolaryn- 
gologist as a surgeon is still important, but 
the best clinical results will be obtained by 
the combined use of antibiotics and mod- 
ern concepts of the reversibility of tissue 
changes wrought by allergy. When sur- 
gical intervention is necessary, only con- 
servative procedures should be employed 
first. The author presents a clinical evalu- 
ation of the end results obtained by con- 
servative treatment in a series of patients. 
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Die Mehrzahl der an Infektionen der 
Nasennebenhéhlen leidenden Kranken 
kann mit konservativen Massnahmen ge- 
heilt werden. Die chirurgischen Aufgaben 
des Hals-Nasen-Ohrenarztes sind zwar 
noch immer bedeutungsvoll, aber die be- 
sten klinischen Ergebnisse erhalt man 
durch Anwendung von Antibiotika, vereint 
mit einer Nutzbarmachung unserer mo- 
dernen Auffassungen vom Ausgleich der 
Gewebeveradnderungen durch Behandlung 
allergischer Zustinde. Wo ein chirurgi- 
scher Ejingriff nétig ist, soll man sich 
zunachst mit konservativen Verfahren be- 
gniigen. Der Verfasser legt eine klinische 
Auswertung der Endergebnisse vor, die er 
bei einer Reihe von Kranken mit konser- 
vativer chirurgischer Behandlung erzielte. 


RESUME 


L’auteur recommande le traitement 
clinique conservative pour la plupart des 
malades qui souffrent de l’inféction des 
sinus. Les méilleurs résultats son obtenus 
par l’usage des concepts modernes de la 
révérsibilité des changements dans les tis- 
sus faconnés par le ménagement des aller- 
gies. 

Quand une opération est justifiée, peut 
(d’abord), seleument les procedures con- 
sérvatives doivent étre employées. 

L’auteur présente, en outre, une évalua- 
tion clinique des resultats obtenu par le 
traitement chirurgical. 
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Another very interesting disease yielded up its last secret when the electro- 
cardiograph was employed. This disease was described more than a century before 
by a famous Italian physician, Giovanni Morgagni, who told of his old friend, a 
priest, who suffered from “epilepsy and a slow pulse.” The worthy priest, we are 
informed, had frequent attacks of unconsciousness, often with epileptic seizures, 
and during these attacks the pulse was remarkably slow. Later, Robert Adams and 
William Stokes, two Irish physicians, described this same peculiar illness and gave 
their name to it, but no one had any idea of its cause. 

In 1905 Wilhelm His, a German anatomist, made a discovery which shed an 
entirely new light upon the structure of the heart and upon the mechanism of its 
beating. He found that the auricles and the ventricles of the heart are connected 
by a thin bundle of muscle which begins in the auricles and, passing downwards, 
divides into two branches—one to the right ventricle and one to the left. This 
auriculo-ventricular bundle has since been known as the bundle of His. 

Physiologists next found that if this bundle of His were compressed by a clamp, 
the auricles continued beating at their normal rate, while the ventricles slowed 
down until they beat only once to each two or three beats of the auricle. This 
suggested immediately the relationship between this “heart block,” as the physi- 
ologists called it, and Stokes-Adams disease. 

The electrocardiogram proved conclusively that patients with Stokes-Adams dis- 
ease did have a heart block. The pictures showed that the auricles were beating 
two or three times more rapidly than the ventricles. The bundle of His was 
“blocked,” so that only every second or third contraction of the auricle sent its 


impulse through to the ventricle. . 
—Major 
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Plastic and Reconstructive Surgery 


The Present Status of Rhytidoplasty 


D. McCULLAGH MAYER, M.D., D.D.S., F.A.C.S., F.LC.S. 
AND 


elderly persons in the population 
poses many problems which the socio- 
logic code has not been changed to accept. 
Most of these persons are not ready or 
willing to retire from business or social 


"Tau rapidly increasing proportion of 


activities. Much of the human concept of: 


aging is based on appearance—if one looks 
old, one must be old. Obviously, everyone 
is much concerned with the personal as- 
pects of aging, particularly of changes in 
appearance. As there is no Fountain of 
Youth, he must look elsewhere. There is 
no organ that advertises the inexorable 
progress of aging more noticeably and 
quickly than does the skin. Wrinkles, bald- 
ness and graying signify age even to a 
child. Little can be accomplished in the 
relief of baldness, beyond the wearing of 
a toupee. Gray hair, of course, can be dyed 
any color; wrinkles of the skin must be 
minimized. The only method known today 
is surgical correction, and, although this 
procedure may achieve a gratifying result, 
the result is not permanent. 
Unfortunately, such operations are rele- 
gated to the category of purely cosmetic 
surgery. But are they? Is a man’s or a 
woman’s desire to maintain gainful em- 
ployment a vanity? Does the desire for 
connubial life fall into this class? And 
there are other good and valid reasons for 
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the reclamation of a youthful appear- 
ance. Most of them are involved in some 
psychic change in the person that makes 
him less likely to cope efficiently with the 
exigencies of normal life. The preserva- 
tion of a. normal appearance is important 
—as important as recovery from the inva- 
sion of pyogens or from an epidemiologic 
scourge. This return to youthfulness of 
appearance can be accomplished only by 
surgical means and in persons who are 
sufficiently youthful in spirit and outlook 
to carry the new look. 

This surgical treatment compensates for 
the aging of the skin, which is a process 
of atrophic change. The subcutaneous fat 
is withdrawn, especially the fat pads of 
the cheeks. Associated with loss of fat is 
loss of the elasticity of the skin, which 
thins out until in old age it may assume a 
parchment-like appearance. The glandu- 
lar structures of the skin yield to atrophy 
also. Although the pores become enlarged, 
owing to relaxation of the surface and 
thinning of the skin, there is a marked 
decrease in glandular secretion, which re- 
sults in dryness of the skin. Coexisting 
with these changes, or, perhaps, a partial 
cause of them, is the decrease in super- 
ficial circulation. Anatomically, there is a 
lessening of the numbers of anastomoses 
between capillaries and small vessels in 
the cutis. Paradoxically, this is the age at 
which many vascular tumors appear, e.g., 
telangiectatic spots and the tiny, round 
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deep-red papules known as the angiomas 
of Dubrevilh. Much of the thinning of the 
epidermis is due ‘to a loss of intercellular 
cement, or collagen. As nothing can be 
done medically to remedy it after this con- 
dition has occurred, a repositioning of the 
facial skin must be effected by tightening. 

Before the turn of the century, attempts 
were made in Europe to support the sag- 
ging skin of the face by making two cuta- 
neous incisions in the region of the tem- 
ples. Later, a second set of incisions was 
made in the postauricular region. The 
next step in the evolution of the process 
was the preauricular correction of these 
incisions. Any of these procedures gave 
some temporary improvement, which per- 
sisted for six months to a year. It was not 
until these incisions were supplemented 
by extensive undermining that a more last- 
ing effect was achieved. Such a result 
would last for four to six years. 

The next advancement brought about 
the present procedure, with which one 
may expect a beneficial result lasting from 
five to ten years. This consists of multiple 
plication of the subcutaneous tissue with 
extensive undermining and skin stretch- 
ing. Although each side may be treated as 
a separate operation, it is unwise to at- 
tempt to divide the treatment of one side 


Fig. 1.—A, incision for rhytidoplasty. Dotted line indicates extent of undermining. B, undermin- 
ing by semiblunt dissection. C, extent of skin retraction. 
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into a series of procedures, though for a 
time this was the accepted procedure. 
Usually the neck area would be done first 
and the cheek and forehead later. It is 
extremely difficult to get equal tension on 
the parts. Some of these areas must be 
operated upon again, which makes for an 
unnecessary amount of surgical interven- 
tion. 


“Face lifting” has become a term to be 
bantered about in beauty parlors and 
quasi-ethical medical establishments. It is 
frequently associated with the prefix ‘“‘non- 
surgical.” The method may be exercise 
followed by the use of a freshening prep- 
aration, or it may be a skin-peeling proce- 
dure. If one reviews the reasons for aging, 
it becomes obvious that there is little hope 
of relief from these procedures. Some of 
the establishments that offer them are 
elaborately equipped with muscle-stimu- 
lating machines, skin-peeling equipment, 
etc. This type of emporium usually has 
secured an M.D. as an associate. Many 
women go for this show in a big way and 
spend a great deal of money, mainly be- 
cause the treatment does not involve an 
operation and can be taken without the 
knowledge of their friends or relatives. 
When the results prove unsatisfactory, 
these patients are advised that theirs is a 
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“particularly recalcitrant case” that will 
require surgical correction and that the 
establishment has just the surgeon who 
can follow through with the work, either 
there or at his office. The “surgeon” re- 
ferred to, who is rarely accredited, may 
even take the patient to a proprietary hos- 
pital. The operation is usually a cutaneous 
excision without undermining. It is un- 
fortunate that such a combination of 
faults can exist as a travesty of the really 
beneficial complete rhyditoplasty per- 
formed by a competent plastic surgeon. 
Operative Technic. — The present-day 
operative procedure is as follows: 
Incision: The incision is begun in the 
temporal region, about 2 cm. superior to 
the preauricular area. It is brought down 


to the superior meloauricular fold across © 


the crus of the helix in the small fold that 
is usually present at this point, along the 
inner edge of the crus of the helix, into 
the supratragal incisure, along the inner 
edge of the tragus, out onto the meloauric- 
ular fold at the intertragal notch, along 
the fold in front of the lobe and around 
posteriorly, following the attachment of 
the lobe into the postauricular region. The 
incision extends cephalad just posterior to 
the cephalo-auricular fold up to a point 
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horizontally opposite the upper limits of 
the tragus, where it curves posteriorly, in 
a graceful arc, onto the nape of the neck 
until it has reached a point about 1 cm. 
above the level of the ear lobe. The tip end 
of the incision should curve upward, as 
this will improve the closure. At no point 
along the incision should an angle occur, 
particularly in the posterior aspect when 
the incision leaves the immediate post- 
auricular area and swings out onto the 
head. Exposure for the postauricular in- 
cision is improved by drawing the auricle 
forward with a couple of skin hooks. 


Undermining: The skin is undermined 
through the superficial subcutaneous lay- 
ers to within a short distance of the lateral 
canthus of the eye and along a line extend- 
ing from a point near the nasolabial fold 
and the oral canthus. If the chin is heavy 
or wrinkled, the infralabial or mental re- 
gion may be undermined. The neck is 
undermined from the submental region 
well down onto the neck and around to the 
postauricular incision. This describes the 
extreme limits of undermining; frequently 
it may be less, since it varies with the pa- 
tient. The undermining may be done with 
a scalpel, but blunt dissection with scissors 


Fig. 2.—A, first incision for removal of redundant skin. Note retention sutures in place. B and C, 
removal of redundant skin continued. 
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Fig. 3—A and B, removal of redundant skin continued. C, incision fully sutured. Pretragal suture 
being inserted. D, operation completed. 


is preferable, as there is less hemorrhage. _mis is pulled over areas capable of produc- 
The skin must never be split, since there ing epidermis. The undermining is not 
is a possibility of slough whenever epider- carried deeper than the immediate subcu- 
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taneous level, since there is danger of 
involvement of a branch of the facial 
nerve. Undermining is slightly deeper un- 
der hair-bearing skin, so that the hair fol- 
licles are not injured; this applies espe- 
cially to the male. If the undermining is 
deep, more hemorrhage will occur, because 
larger vessels will be opened in the deeper 
subcutaneous tissue. The minimal hemor- 
rhage that occurs is controlled by wet, hot 
saline sponges. There is rarely any neces- 
sity for the ligation of bleeding points. If 
some oozing occurs, the bleeding point may 
be electrocoagulated. All bleeding, how- 
ever, must be controlled or dangerous post- 
operative sequelae may occur. Accumu- 
lated blood in the neck may cause asphyx- 
iation by pressure on the trachea. Else- 
where a blood clot is an ideal medium for 


a nidus of infection. Special care should . 


be taken in the neck region over the ster- 
nocleidomastoid muscle, as a luxuriant 
venous plexus is extremely superficial. If 
complete hemostasis is effected, there is no 
indication for the use of drains. 
Stretching Technic: The freed skin is 
drawn backward over the auricle until the 
desired tension has been achieved. This is 
gauged by close observation of the palpe- 
bral and oral fissures. Tension may be 
applied until the onset of distortion at 
either or both of these points. No further 
tension is permissible. This tension is 
best applied by attaching two Allis clamps 
to the edge of the skin, one at the level of 
the crus of the helix and one in the post- 
auricular region where the incision swings 
away from the ear. These clamps are 
pulled upward and backward at approxi- 
mately a 60-degree angle. The angle of 
pull on the posterior clamp is a little 
greater than on the anterior clamp. At 
this point the auricle is nearly covered 
with the facial skin. An on-end mattress 
suture of No. 3-0 braided black silk is 
placed postauricularly where the incision 
swings out over the neck. This is the ma- 
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jor posterior retention suture, as it main- 
tains the cutaneous tension. A third Allis 
clamp is applied at the level of the intra- 
tragal notch. It is pulled upward and back- 
ward parallel to the first anterior clamp. 
The skin is incised with scissors from its 
free border anteriorly to the level of the 
incision at the supratragal notch. A second 
silk suture is placed here. 

Excision of Skin: The redundant skin 
between the two preauricular sutures is 
carefully cut, the line of the original in- 
cision being followed. No further tension 
is applied at this point. The edges are su- 
tured with well spaced simple sutures of 
No, 6-0 surgical nylon. Above this area the 
redundant skin takes a generally triangu- 
lar shape. This is now excised again, the 
incision following the outline of the orig- 
inal one. Well spaced simple sutures of 
No. 6-0 surgical nylon again are used to 
approximate the edges. 


Inferior to the previous two areas is 
another roughly triangular portion of skin 
that is to be excised. Care must be taken 
at the lower reaches of this excision, as 
the cut must pass just below the lobe of 
the auricle and into the postauricular area. 
If too much skin is removed at this point, 
the lobe of the auricle is apt to be pulled 
down out of position. Usually there is very 
little redundant skin to be removed in the 
postauricular cephalo-auricular fold. The 
edges are approximated with single su- 
tures of No. 6-0 surgical nylon. It is es- 
sential to evert the skin edges carefully 
along the lobe in order to retain a normal 
ear, especially with women, since they will 
undoubtedly wish to wear earrings later. 


An Allis clamp is now placed halfway 
between the posterior retention suture and 
the end of the original incision. The re- 
dundant skin is removed after an incision 
at its midpoint. The two triangles are 
then excised. The remaining skin edges 
are approximated with No. 6-0 nylon su- 
tures. 


VES 
2 
617 
ae 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


Special Tragal Suture: At this time at- 
tention is returned to the pretragal region. 
At this point a-through-and-through mat- 
tress suture is inserted from the skin 
through the tragal cartilage and the lining 
of the external auditory canal. The suture 
is tied over a small piece of gauze. This 
forms the normal fold usually present at 
this point. This suture is placed about 1 
cm. from the edge of the tragal border. 


Suturing: The sutures of No. 6-0 surgi- 
cal nylon are placed closely along the en- 
tire incision, These are simple sutures 
placed so that the skin edges are slightly 
everted. This is accomplished by inserting 
the needle at an angle just to the surface 
of the skin. The knot is tied close to the 
skin on either side of the incision. The 
most difficult sutures are those placed 
along the tragus, since they are actually 
in the external auditory canal. The skin 
at this point is very friable, and care must 
be taken that the needle does not tear the 
tissues. 


Dressing: The skin of the face and neck 
is rolled with a sponge toward the incision, 
to extract any blood that may have col- 
lected beneath the skin. The gauze pack- 
ing is removed from the external auditory 
canal. The area is inspected for any blood 
that may have collected. A fresh gauze 
packing strip is placed lightly into the 
canal. The incision is covered with lightly 
impregnated petrolatum gauze or similarly 
impregnated gauze, such as furacin or 
zerofoam gauze. A folded towel is placed 
over the side, and the head is turned 
so that the other side may be operated 
upon. After both sides have been com- 
pleted, fluffed gauze is laid over this gauze 
and held in place by a bandage, plain or 
elastic. Ice bags to the face help to control 
postoperative edema. The bandage is left 
in place for about three days. Sutures are 
removed at intervals of five, seven and ten 
days. Those which might leave suture 
marks are removed first, especially if 
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there is no tension. Others may be removed 
less hurriedly. 

There is a tautness of the face, after the 
swelling has subsided, which is particu- 
larly noticeable from the tenth to the 
fourteenth day. The swelling of the face 
will be present for three weeks to one 
month, depending upon the amount of un- 


_dermining accomplished and/or the dia- 


thesis of the patient. 

In closing, a word should be said of the 
nomenclature for this procedure. Since 
the operation involves correction of wrin- 
kling of the skin of the neck, cheek and 
forehead, the old time meloplasty is inade- 
quate. “Melo” is derived from the Greek 
melos, meaning limb or song. In reality 
the name should have been derived from 
the Greek stem mela (the cheek) if only 
the cheek were involved. However, in 
view of the fact that more of the face than 
the cheek is involved, a better term would 
be derived from the Greek stem rhytis, 
meaning a wrinkle. At the 1954 Annual 
Meeting of the American Society of Plas- 
tic and Reconstructive Surgery this was 
discussed, and the term “rhytidectomy” 
was given t6 this operation. Unfortunate- 
ly this term is not correct, for the wrinkles 
are not excised but eradicated by the skin- 
stretching procedure, which is a plastic 
reconstruction technic. As such, it should 
be designated with the suffix “plasty” 
rather than with “ectomy.” Thus, the op- 
eration should be called rhytidoplasty. The 
term “face lifting” should never be used, 
even.in the vernacular, since it has been 
employed too often by the laity and by 
nonprofessional healers. 


SUMMARY 


The authors describe in detail a rhytido- 
plastic procedure for the elimination of 
wrinkles in the aging skin. The wrinkles 
are not excised but eradicated by stretch- 
ing the skin after wide undermining, not 
only of the cheek but of the neck and fore- 
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head. The authors justify the procedure 
on the increased contemporary need of a 
lengthened period of normal social and 
occupational effectiveness to match the 
increase so widely noted in life expectancy. 
They object strongly to the term “face 
lifting,” which, in their opinion, tends to 
spread distrust of a procedure they con- 
sider important, not only from the cos- 
metic but from the psychic, social and 
occupational points of view. 


ZUSAM MENFASSUNG 


Die Verfasser beschreiben ein Verfahren 
zur plastischen Entfernung von Runzeln 
der alternden Haut in seinen Einzelheiten. 
Die Falten werden nicht herausgeschnitten 
sondern durch weite Unterminierung und 


Streckung sowohl der Wangen- als auch - 


der Hals- und Stirnhaut vdllig beseitigt. 
Die Verfasser sehen die Rechtfertigung 
eines solchen Eingriffs in dem wachsenden 
Bediirfnis nach einer verlaingerten Zeit- 
spanne normaler sozialer und beruflicher 
Tiichtigkeit, die der allgemein bekannten 
Ausdehnung der Lebensdauer entspricht. 
Sie erheben starken Einspruch gegen die 


As science emerged from the dark alchemy of the Middle Ages, the assimilation 
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Bezeichnung des Verfahrens als “Schén- 
heitsoperation”, weil darin eine Neigung 
liegt, Misstrauen gegen eine Operation zu 
erwecken, die sie nicht nur vom kosmeti- 
schen, sondern auch vom psychologischen, 
gesellschaftlichen und beruflichen Stand- 
punkt aus fiir wichtig halten. 


RESUME 


L’auteur décrit en détail un procédé 
rhytidoplastique d’élimination des rides 
sur peaux vieillissantes. Les rides ne sont 
pas excisées mais effacées en tendant la 
peau aprés avoir procédé a une profonde 
dissection non seulement des joues, mais 
également du cou et du front. L’auteur 
justifie le procédé par le besoin croissant 
de prolonger la période d’efficacité normale 
sur les plans social et professionnel, afin 
de garder le pas avec les progrés constants 
réalisés dans la prolongation de la vie. Il 
s’oppose vivement au terme “relévement 
du visage” (face lifting), qui, 4 son avis, 
tend a répandre une méfiance vis 4 vis 
d’un procédé qu’il considére important, non 
seulement du point de vue cosmétique, 
mais également psychique, social et profes- 
sionel. 


of Hippocratic notions into the corpus of modern medicine became an easy matter 
because the science we know to-day is the science of the Greeks; the facts more 
numerous, but the manner of their assessment the same. So it is difficult now to 
say of our present practice of clinical medicine that we owe this or that to Hippo- 
crates, while some other methods belong to someone else. Rather did Hippocrates 
give a shape and direction to the practice of medicine, whether it was stating the 
ethical standards he demanded of the practitioner, or explaining in exact argument 
why epilepsy is a disease due to natural causes like any other, rather than a 


punishment inflicted by the gods. 


—Chadwick 
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through a phase unique in the history 

of its development: the survival of a 
large percentage of its population beyond 
the age of forty years. The census of the 
United States of America for the year 
1950 reveals that, of a total population of 
one hundred and fifty-one million, fifty- 
three million persons have passed this con- 
ventional time line of physical decline; 
another thirty-four million have attained 
the age of fifty years; and eighteen and a 
half million have reached the sixty-year 
mark. Of this latter group, which still en- 
joys a life expectancy of 16.79 years, some 
nine million are men, and nine and a half 
million women, 

But a marked disparity exists between 
the extended life span made possible by 
medical science and the exterior feeling of 
youthfulness. As evidence of this dispar- 
ity, $2,415,000 is spent annually for per- 
sonal care, and $1,103,000 of this sum is 
employed for the purpose of beautifying 
and to hiding the ravages of time. 

Man has always searched for the secret 
of eternal youth—the Golden Fleece, the 
Fountain of Youth—and this search has 
at times reached the proportions of con- 
flict, as in Faust. 

The survival, during recent years, of 
this large percentage of adults has ex- 
tended the period of youth beyond the age 
of 40 years. At present a man of 50 may 
live a more active and productive life than 
his father did at 30. But it is probable that 
this prolonged youth is lacking in the in- 
tegral sensation of youthfulness; and it is 
this desire for the opportunities afforded 


ik: world is, at present, passing 


Wrinkle Correction: Ear-Island Method 


MARIO GONZALEZ-ULLOA, M.D. 
' MEXICO D. F., MEXICO 


the young, or those who appear young, the 
opportunity to realize an ideal, to compen- 
sate an unbalanced social, economic or 
emotional life, which leads to an increas- 
ing number of persons to seek the services 
of the plastic surgeon, to recover the equi- 
librium lost between the awareness of 
youthfulness and vitality and the outward 
signs of decline. 

Furthermore, man lives today in a world 
of limited possibilities, a world in which 
the battle for existence is hard and unre- 
lenting. In order to keep step in this, 
man’s hardest march, he must be free to 
fight, free of handicaps and prejudices. 
Many of those persons who seek the serv- 
ices of the plastic surgeon consider it a 
biologic injustice that, at the precise mo- 
ment in which they, through their own 
efforts and sacrifices, have achieved men- 
tal, physical, moral and economic maturity, 
the outward signs of decline become ap- 
parent, thus limiting opportunities and 
restricting the growth of that very new 
world in which they have just begun to 
live and develop. The period of anxiety 
and conflict through which these persons 
pass is well known to the psychiatrist. It 
was, in fact, this specialist who instigated 
the pilgrimage to the plastic surgeon, the 
only person truly qualified to alleviate this 
type of distress. 

And it is for this reason, deviating 
somewhat from orthodox reconstructive 
surgery toward a more humane, and com- 
prehensive surgery, that I describe here, 
for the first time, the technic I employ for 
the radical removal of wrinkles. 


Cc 
t] 
is 
620 


VOL. XXV, NO. 5 


GONZALEZ-ULLOA: WRINKLE CORRECTION 


B, incision begun; 


Principles of the Method.—The skin be- 
comes aged owing to slackening of the 
trabeculas of the connective tissue, thus 
losing its texture and sagging in an irreg- 
ular manner, the facial furrows remaining 
adhered and occasioning the folds that 
characterize age. Furthermore, the epi- 
dermis tends to become fissured, thus deep- 
ening the wrinkle line, as a result of the 
changes in coloration produced by the dif- 
ferent grades of pigmentation resulting 
from solar radiation. 

The only method now known for the 
correction of this defect is the return of 
the skin to its original position, so that it 
is stretched uniformly in the direction op- 
posite that in which the folds occurred. 

The methods which have been employed 


Fig. 1.—Technic of operation for correction of wrinkles (see text). A, tracing of lines of incision; 


C, wide detachment of skin around “ear island”; D, stretching of skin; E and 
F, lateral and posterior views showing direction of sutures. 


until now for this correction permit only 
manipulation of the skin in certain direc- 
tions, a limitation that neither allows for 
adequate stretching nor restores to the 
face the normal appearance of youth. 

In an attempt to surmount the afore- 
mentioned difficulties, a process has been 
evolved which unites the following advan- 
tages: (1) adequate stretching; (2) uni- 
form tension; (3) restoration of the skin 
to its original position; (4) inclusion of 
the neck in the correction, and (5) greater 
duration of the operative benefits. 

Procedure. — Tracing (Fig. 1A): The 
line of incision is traced along the frontal 
region at a distance of 3 cm. behind the 
hair line (a), passing in front of the 
ear along the pre-auricular furrow, out- 
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lining the lower portion of the lobule and 
continuing along the edge of the retro- 
auricular insertion at a distance of 5 mm., 
thus describing a circle around the pinna 
and joining the pre-auricular incision. 

At the level of the prolongation, and in 
a posterior direction from the inferior fold 
of the auricular fossette, a new incision is 
made in the occipital region and continued 
to meet a similar tracing on the opposite 
side (c). 

Parallel to, and in front of, the first line 
of incision, a second line is traced (b) at 
the distance necessary to permit an ade- 
quate stretching after removal of the skin 
fragment enclosed within the two inci- 
sions. : 
As the contour of the third tracing, line 
b, is greater than that of the first, an ad- 
justment must be made by means of four 
compensating triangles, two on each side 
(d and e) in the temporal and retro-auric- 
ular regions. It is at the latter level that 
such stretching of the neck as may be 
necessary will be effected, eliminating the 
excess tissue after the stretching of the 
anterolateral portion of the neck has been 
completed. 

A line of tension is traced (f-f) from 
the ocular commissure outward and up- 
ward in order to calculate the desired 
elevation of the tissues and assure sym- 
metry of stretching. 

Incision and Detachment. — The inci- 
sion (Fig. 1B) is initiated at one side, 
from the retro-auricular to the temporal 
region. Sectioning and detaching are done 
rapidly to prevent excessive hemorrhage. 
Only those vessels which bleed profusely 
should be closed off with ligatures or 
clamps. The anterior edges of the inci- 
sion are Secured by retractors, the detach- 
ment being initiated immediately and in- 
corporating an area as extensive as the 
desired stretching requires. The detach- 
ment is effected with a surgical knife at 
the subcutaneous level, with avoidance 
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of brusque stretching and variations of 
depth. 

Partial incisions and detachments are 
effected for the purpose of avoiding the 
excessive hemorrhage occasioned with 
ordinary anesthetics. 

Several pilot sutures are employed to 
maintain the tissues in their new position 
(Fig. 1D), and the incision is continued 
from the temporal to the frontal region 
and across to the opposite side. An exten- 
sive detachment is effected in the direc- 
tion of the eyebrows and toward the 
posterior region (Fig. 1C), leaving the 
periosteum exposed. Once the detachment 
has been completed, the cutaneous edges 
are united by spaced sutures. 

The incision is continued from the tem- 
poral region to the opposite posterior 
auricular area, detaching and suturing 
the skin being detached and sutured as 
aforedescribed. 

Once these borders have been united, 
an extensive detachment is begun in the 
mastoid and occipital regions (Fig. 1D), 


Fig. 2.—Operation completed. 
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permitting an excellent stretching of the 
lower portion of the face and the antero- 
lateral section of the neck. A keypoint is 
placed in the angle to receive the total 
tension of the stretching (a, Fig. 1D). 

The steel wire pilot sutures having 
been applied, the spaces between these 
are closed by means of fine cotton thread 
(No. 80) in the scalp and Dermalon (No. 
5-0) in the cutaneous portion. 


COMMENT 


With practice, it becomes easy to cal- 
culate the desired breadth of the skin in 
its full extension. Error by less may be 
corrected during the intervention by 
means of the removal of an additional 
fragment of skin, this removal being 
equal on both sides. Error in excess must 
be avoided at all cost, but once incurred 
may be remedied by means of an even 
more extensive detachment toward the 
central crux of the face, and in the scalp. 

The tension of the stretching should be 
sufficient but not excessive; experience 
will provide the exact measure. 

The use of steel as suture material is 
indicated, since the tensile quality of this 
substance is far superior to others, and it 
may be used in fine threads that do not 
traumatize the tissues. 

Aside from the large vessels that arise 
from the arterial stems of the aponeuro- 
sis, the majority of the vessels that bleed 
are within the thickness of the sectioned 
tissues. Hemostasis by clamp traumatizes 
and occasions delay; hemostasis is more 
effectively achieved by completion of su- 
tures, the incision and the detachment as 
rapidly as possible. 


SUMMARY 


Pointing out the importance of retain- 
ing a youthful appearance in the modern 
world, in view of the greatly increased 
and still increasing life expectancy, the 
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author presents a technic of eliminating 
the wrinkles of age by a plastic “ear-is- 
land” procedure. The technic is described 
in detail and is illustrated with drawings. 


ZUSAM MENFASSUNG 


Unter Hinweis auf die Wichtigkeit, den 
Menschen, die in der heutigen Zeit mit 
standig wachsenden Aussichten auf eine 
gréssere Lebensspanne leben, ein jugend- 
liches Aussehen zu erhalten, unterbreitet 
der Verfasser eine Technik zur Beseiti- 
gung von Runzeln mittels eines plastischen 
“Ohreninsel”-Verfahrens. Die Technik 
wird in ihren Einzelheiten beschrieben und 
mit Zeichnungen illustriert. 


RESUME 


Soulignant combien il est important, 
dans le monde moderne, de conserver un 
visage jeune, étant donné les progrés déja 
réalisés et sans cesse croissants dans la 
prolongation de la vie, l’auteur présente 
une technique d’élimination des rides par 
un procédé plastique “oreille-ile’ (ear- 
island). Cette technique est décrite en 
détail et illustrée de nombreux dessins. 
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When the College of Physicians first published the Pharmacopoeia, in 1618, it 
was compiled, and the dedication written, by Sir Theodore Mayerne, a Frenchman, 
whose national vanity led him to believe, that the weight of Troyes in Champagne, 
must be superior to that of the barbares of England; not recollecting that the 
English weights were those used by the Greeks and Romans in composing many 


of the prescriptions that he had selected. 


A great practical inconvenience has resulted from this French fancy, to the 
English apothecary, who, from that time to the present, has bought by one weight, 
and dispensed his medicines by another; and it is singular, that in the various 
alterations of the Pharmacopoeia, the College have never thought proper to alter 


the weights. 


—William Wadd, circa 1827 
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cient times. The usual treatments 

were excision and administration 
of a variety of escharotics, including the 
Egyptian arsenical ointments. Cancer is 
mentioned in the Papyrus Ebers from 
1500 B.C, and in the oldest remnants of 
the literature of Persia and India. 

Hippocrates, in 300 B.C., received from 
earlier days a considerable body of de- 
scriptive facts on cancer, including pro- 
gressive malignant growths. The humoral 
pathologic theory then disseminated con- 
ceptions of the origin of cancer. Carci- 
noma has been recorded as having been 
burnt out, the earliest record of diathermy. 
Excision was recommended for selected 
cases in 80 A.D. Cato employed charcoal, 
while Pliny mentioned a variety of crude 
internal remedies. 

Galen, the founder of experimental 
physiology and pathology, about 200 A.D., 
failed to make any significant advance in 
the concept of cancer, but his presentation 
of the humoral doctrine of the concentra- 
tion of black bile as the cause formed a 
scripture that dominated medical thought 
for more than a thousand years. Accord- 
ing to this theory, the pneuma, composed 
of solid parts and four fluids, blood, mucus, 
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yellow bile and black bile, ruled the proc- 
esses of the body. 

Suppression of menses and hemorrhoids, 
preventing the discharge of black bile, 
were considered chiefly responsible for 
cancer, which appeared where the bile 


’ gravitated. Since capable logic could not 


have been lacking, one must suppose that 
religious and aesthetic tendencies in the 
race unfitted the human mind for natural 
thought with regard to the structure and 
functions of the human body. For internal 
cancer, of which little was known, a diet 
chiefly of vegetables was recommended. 
Walnuts were specifically forbidden. 

Diagnosis rested chiefly on the cause of 
the disease. Treatment by excision, liga- 
tion of vessels and cauterization was com- 
paratively successful for certain cancers. 
Leonides of Alexandria, in 180 A.D., broke 
away from the conservatism of Hippocra- 
tes and resected a cancer extensively, cut- 
ting through healthy tissues with knife 
and cautery—a close approach to modern 
technics. 

From 475 to 1500 A.D., considerable 
progress was made in the description of 
the various tumors. Paul of Aegina,? in 
650 A.D., suggested that, if the cancer lies 
where it can be grasped in toto, and espe- 
cially if it is not fully developed, operation 
may be attempted, although he was never 
able to achieve a cure, nor did he know of 
anyone who had. The thirteenth to fif- 
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teenth centuries were the Dark Ages for 
medicine and especially for surgery. One 
could study it only in private, and it was 
practiced only by nomads. 

Lanfranchi of Lyons established scien- 
tific surgery in France with his two nota- 
ble works urging radical operation for 
cancer with free bleeding of the affected 
parts. Henri de Mondeville and Guy de 
Chaulliac, about 1850 A.D., developed ex- 
tirpation by caustic arsenic to a high de- 
gree. Chaulliac was reactionary, however, 
in supporting the doctrine that the healing 
of wounds must be accomplished more by 
the surgeon’s constant intervention to 
change dressings, etc., than by the healing 
of nature. : 

In England in the time of Chaucer, sur- 
gery was not separated from medicine or 
from the herb lore of Saxon times. Around 
1350 A.D., however, a surgeon with an 
original mind wrote a separate treatise on 
each subject, and, taken together, they 
presented a fairly comprehensive system 
of surgery. This surgeon was Johannes of 
Arderne,? and he is known as the Father 
of British Proctology. Learning by experi- 
mentation rather than by authority, he 
practiced surgical cleanliness by means of 
a rational asepsis, washing his hands, let- 
ting wounds heal by leaving them alone, 
and using methods for the control of hem- 
orrhage that included cold, styptics and 
sutures. His description and practical 
modern treatment of fistula in ano earned 
him his apt title. Up to that time fistula in 
ano was considered incurable, as was rec- 
tal cancer. Digital examination of the anal 
canal and the rectum, and probing of the 
fistula tract, led to his selecting patients 
for operation at the proper time; when the 
inflammation subsided, his successful sur- 
gical intervention made an “incurable” 
disease “curable.” 

Although Johannes of Arderne consid- 
ered cancer of the rectum incurable, his 
description of it is exactly that which some 
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surgeons would give today: “The tumor is 
hidden from sight and can only be diag- 
nosed by digital examination, revealing a 
‘hard thing as a stone,’ sometimes on one 
side, sometimes on both, or often involving 
the whole circumference, and causing 
narrowing of the bowel. In later stages it 
may ulcerate externally destroying the 
anal canal.” He gave a graphic description 
of a case in which there was total inconti- 
nence. He also described the frequent calls 
to stool that are characteristic of the dis- 
ease, and the passage of “feces meddled 
with watery blood and stinking.” In ad- 
vance of his time, he was also of his time 
in his love of medieval lore and charm, so 
that “a surgeon ought not to cut or burn 
any member of man’s body, nor do a phle- 
botomy while the moon is in a sign govern- 
ing that member.” First in a line of 
illustrious surgeons, he relates with char- 
acteristic frankness his failures as well as 
his successes, 

The pre-Renaissance period was brought 
to an end by the paralysis accompanying 
the Black Death of plague and was fol- 
lowed by a period of regression. 

The Renaissance, from 1500 to 1700 
A.D., brought many new discoveries: the 
printing press, the circulation of the blood 
by Harvey in 1628, the lymph vessels by 
Olens in 1652, and the red blood cells by 
Malpighi, who had used the microscope, in 
1661. Morgagni, in the early 1700’s, es- 
tablished the importance of the anatomo- 
pathologic aspects of cancer. The con- 
struction of the achromatic microscope in 
1824 opened a new era in cancer research, 
and various workers added to the ever- 
growing knowledge of the histogenetic 
basis of cancer. 

Evolution of Surgical Procedures for 
Treatment of Cancer of the Rectum.—Al- 
though Littre* performed sigmoidostomy 
in 1710 and Faget amputated the rectum 
in 1789, the first name to become preemi- 
nent among the earlier writers because of 
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successful extirpation of the rectum was 
that of Lisfranc® in 1826. His operation 
covered a circumscribed area and was lim- 
ited to growths in the anal and lower rec- 
tal region. Pillore® of Rouen, in 1776, 
performed cecostomy for the relief of a 
rectal obstruction caused by cancer. Pring, 
in 1820, performed a left iliac colostomy, 
also for the relief of an obstruction of the 
rectum due to cancer. He discovered that 
prolapse could be prevented and the open- 
ing protected by means of a truss and pad. 

From the intervals between these writ- 
ings, one can see that the operation had 
not become a routine surgical procedure; 
in fact, it was regarded more or less as a 
heroic attempt to do the impossible—a last 
resort to save life, 

In 1835 the first special hospital for the 
study of diseases of the rectum was 
founded in London by Frederick Salmon, 
and this infant establishment has grown, 
in the course of over a century, into St. 
Mark’s Hospital. The first special text- 
book on diseases of the rectum was entitled 
“A Practical Treatise on Stricture of the 
Rectum” and was written by Frederick 
Salmon and published in London in 1828. 

In 1839, Amussat removed the mystery 
from colostomy by tracing its history, 
proving its feasibility, and establishing its 
practice by using it routinely in the oper- 
ating room. He contended that peritonitis, 
to which he attributed every fatality at- 
tendant upon this operation, could largely 
be avoided by the use of the lumbar colos- 
tomy, performed outside the peritoneum. 
As a result, Duret’s procedure of lumbar 
colostomy’ came into its own, and Littre’s 
method fell into discard for nearly half a 
century. The popularity of lumbar colos- 
tomy was comparatively brief, however, 
owing to the limited working space it af- 
forded, the occasional absence of a normal 
mesocolon, difficulty in finding the colon, 
inability to explore the abdomen, and dif- 
ficulty in the proper care of the colostomy. 
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In 1844, Denonvilliers® modified Lisfranc’s 
operation by continuing the incision to the 
coccyx. In the following year, Dieffenbach 
mobilized the rectum through an anterior 
and posterior incision. After resection of 
the rectum the upper segment was drawn 
down and sutured to the anus. 

In the last quarter of the nineteenth 
century, great strides were taken, not only 
in this but in all forms of surgery, owing 
to the development of antisepsis. In 1873, 
Verneuil® extended the operative field by 
resecting the coccyx, extending the inci- 
sion to an inch above the sacroiliac joint. 
Results were scarcely improved, however, 
the mortality rate being about 80 per cent 
and recurrences taking place in almost 
every case. For this reason the operation, 
even in its modified form, remained un- 
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measure, was at that time the approved 
surgical treatment, since it prolonged the 
patient’s life and made him more comfort- 
able, as well as enabling him to avoid the 
dangers of radical operation. 

There were, nevertheless, persevering 
surgical pioneers seeking the best treat- 
ment for this ravaging disease, and in 
1875 Kocher,’® after resection of the tu- 
mor, anastomosed the segments of the 
bowel, thereby retaining sphincter control, 
which was a decided improvement. With 
this improvement and the use of antisep- 
tics the mortality rate fell to 60 per cent, 
with practically no change in the frequency 
of recurrence. 

Thus the groundwork for the treatment 
of rectal cancer began in the nineteenth 
century. It was with the great advances 
in antisepsis, pathology and medicine in 
general that at the close of the nineteenth 
century and in the beginning of the twen- 
tieth the various modern surgical proce- 
dures were developed, and these new 
operations, with all their modifications, 
are still in use today. 

Although surgical intervention is the 
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only definitive cure, except of certain types 
affected by irradiation or a combination 
of operation and irradiation, certain pal- 
liative measures have been used in the past 
with varying degrees of success or lack of 
success. They may be useful in certain 
circumstances, particularly when only 
palliative measures are possible. Under 
general medical treatment may be men- 
tioned fresh air, sunshine, hygienic meas- 
ures, pleasant environment, adequate diet, 
and sufficient water to prevent dehydra- 
tion and accumulation of feces. Colloidal 
metals, carbon dioxide snow, actual cau- 
tery, electrotherapy and irradiation have 
all been used. 

The evolution of modern surgical treat- 
ment and typical types of procedures will 
be described. Certain basic operations or 
major modifications thereof will be de- 
scribed in brief. 

Kraske Method—Sacral Resection of the 
Rectum: In 1885 Kraske"! revolutionized 
the treatment of rectal cancer by a method 
proposing wider removal for growths in 
the middle and upper thirds of the rectum. 


Procedure: An incision is made in the 
midline from the second sacral vertebra to 
a point behind the anus, although, if the 
sphincters are to be sacrificed, the incision 
is continued around the anus. The incision 
is deepened and the underlying tissues are 
retracted, with exposure of the lower sac- 
ral segments and the coccyx. After divi- 
sion of the attachments of the gluteus 
maximus, the sacrosciatic ligaments and 
the coccygeus, the coccyx and sacrum be- 
low the level of the third posterior fora- 
mens on one side are removed. The rectum 
is exposed by division of the soft tissues 
down to and through the levator ani mus- 
cles, after which it is freed by blunt dis- 
section. The peritoneum is incised to per- 
mit descent of the sigmoid, and the vessels 
are clamped and doubly tied. The rectum 
and sigmoid having been drawn down, the 
peritoneum is closed by suture and the 
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bowel divided 1 inch (2.5 cm.) above and 
below the growth between ligatures. If it 
is intended to sacrifice the anal segment, 
the bowel is not divided below the growth 
but is removed en masse. Provided the 
proximal segment will reach the anus, the 
two ends are united; otherwise, the proxi- 
mal segment is brought through and su- 
tured in the upper angle of the wound, 
forming a permanent sacral anus. 

This was the first real advance in rad- 
ical extirpation of rectal carcinoma. The 
mortality rate dropped to about 20 per 
cent, and other contemporary surgeons, 
using Kraske’s method, obtained even 
lower percentages. The rate of recurrence 
was lowered but remained between 70 and 
80 per cent. 

Although this method still has its pro- 
ponents in some of the major clinics in 
Europe, it has become obsolete in the 
United States, and the abdominoperineal 
procedure has been substituted. The unde- 
sirable features of Kraske’s operation are 
as follows: It carries a high recurrence 
rate, since it does not permit wide removal 
of the growth and the lymphatics; a sacral 
anus is more distasteful and difficult to 
control than is an abdominal one; prolapse 
of the mucosa of the sacral anus is not un- 
common; discomfort frequently attends 
removal of the lower sacral segments; 
posterior fistulae are common; and, if an 
attempt is made to establish the continuity 
of the bowel, there may be nonunion at the 
suture line, necrosis from insufficient blood 
supply, and sepsis, The innumerable modi- 
fications of the Kraske operation may be 
divided into two categories—those which 
remove increasingly larger amounts 0° 
bone, and those which employ methods fo: 
the temporary reflection of portions of the 
sacrum as osteointegumental flaps. 

Hartmann’s Anterior Resection or Sig 
moidectomy with Permanent Abdomina 
Colostomy: Sigmoidectomy with perma. 
nent abdominal colostomy was describec 
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by Hartmann” and a modification of it by 
Maurice."* This operation may be per- 
formed for malignant disease of the sig- 
moid or rectosigmoid in cases in which 
insurmountable technical difficulties or the 
condition of the patient render inadvisable 
any attempt to reestablish continuity of 
the bowel. Hartmann performed a sig- 
moidectomy with a permanent abdominal 
colostomy. He closed the rectal stump and 
left it below the peritonealized floor. It 
would appear that the operation is much 
safer if the stump is left above or in the 
peritoneal cavity. 

Miles’ Abdominoperineal Resection: 
Miles,** in 1908, described an abdomino- 
perineal procedure in which the growth 
and all regional nodes of the pelvic floor, 
the perineum and the mesentery are re- 
moved. All subsequent developments have 


been based on the principles of this opera- ° 


tion. Its purpose is to remove all tissues 
to which tumor cells may have extended by 
way of the three extramural lymphatic 
chains,’® together with the cancerous rec- 
tum. The method consists of intra-abdom- 
inal liberation of the pelvic colon and 
mesocolon, the establishment of a colosto- 
my and, finally, removal of the mobilized 
portions through the perineum. Although 
it was possible to obtain adequate re- 
moval of the dangerous tissues of the 
downward and lateral zones of spread by 
operations carried out exclusively from 
the perineum, the greater part of the pel- 
vic mesocolon had to be left behind be- 
cause it was beyond reach. The pelvic 
mesocolon is frequently the seat of meta- 
static deposits, so that it is important to 
remove it completely. The Miles operation 
is the only one by which the dangerous 
tissues of the three zones can be removed. 
It is a radical resection in one stage with 
a lower mortality rate and a higher cura- 
bility rate than accompanied any opera- 
tion previously described. 

Mikulicz’s Operation for Obstructive Re- 
section: Mikulicz,’* described a partial re- 
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section of the colon using the extraperi- 
toneal principle of Paul,!? but with the es- 
sential difference of amputating the extra- 
peritonealized colonic loop at the time of 
operation. 

The operation was done in several 
stages, with exteriorization of the intes- 
tine to be resected later, resection of the 
protruding loop with the tumor, conver- 
sion of an artificial anus into a fecal fistula 
and closure of the fecal fistula. 

With this procedure the mortality rate 
was decreased from 42 to 12 per cent. 
Mikulicz’s procedure was applied to the 
transverse and sigmoid portions of the 
colon. None of the operations were fol- 
lowed by peritonitis, which was the main 
cause of death after partial colectomy 
with primary suture. The disadvantages 
of the Mikulicz procedure are as follows: 
It requires staging; it involves a tempo- 
rary colostomy; it keeps the patient a long 
time in bed, and in many circumstances 
it is not radical enough to insure complete 
removal of a growth and its glandular 
metastases. But in the presence of long- 
standing and marked obstruction, with 
considerable discrepancy in the size of the 
proximal and distal portions of the bowel 
and the urgent need to relieve the obstruc- 
tion, this procedure combines relief of ob- 
struction with removal of the tumor. In 
the hands of surgeons with limited experi- 
ence it is a safe procedure. Primary re- 
section with end-to-end anastomosis, how- 
ever, is now the procedure of choice in 
most cases. 


Jones’ Abdominoperineal Resection; 
Two-Stage Procedure with Colostomy: 
Jones,'!® in an attempt in earlier days to 
avoid the high mortality rate then exist- 
ing, described a two-stage procedure with 
colostomy. Jones’ procedure enabled him 
to perform on patients unfit for the com- 
bined abdominoperineal operation in one 
stage by Miles, the same extensive opera- 
tion with less concentrated ‘shock. In this 
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procedure the peritoneal cavity is entered 
but once, the perineal portion of the opera- 
tion being entirely extraperitoneal. The 
disadvantages of the Jones procedure are: 
Convalescence is prolonged; two opera- 
tions cause more discomfort than one; a 
double-barreled colostomy is not as satis- 
factory as a single-barreled one, and the 
healing time of the posterior sinus is pro- 
longed because of the leakage of mucus 
from the distal portion beyond the colos- 
tomy. 

Lahey’s Two-Stage Abdominoperineal 
Resection with Permanent Colostomy: The 
Lahey procedure’ has the advantage of 
permitting cleansing of the tumor-bearing 
segment and an opportunity for local 
edema and infection to subside. It has the 
disadvantage that it entails opening the 
abdomen for both the first and the second 
stage. Essentially this method consists of 
dividing the sigmoid, the upper end of 
which is drawn through the abdominal in- 
cision to serve as a permanent colostomy, 
while the lower end is brought out thrcugh 
a suprapubic stab wound. At the second 
stage the abdomen is reopened in the mid- 
line, the implanted lower end dissected 
free, the entire sigmoid pushed down into 
the pelvis and the pelvic floor closed over 
it. The patient is placed in the left lateral 
position, and the entire distal portion of 
the bowel is delivered through a perineal 
incision. 

Turner -Rankin Perineoabdominal Re- 
section, a Two-Stage Procedure with Per- 
manent Colostomy: This procedure is ap- 
plicable to cancers of the rectum and the 
rectosigmoid region. Turner?® and Ran- 
kin?! described it as a thorough explora- 
tion of the abdomen through a low mid- 
line incision and the establishment of a 
single-barreled colostomy. 


At the second stage, an extensive dis- 
section through the perineum is performed 
without opening the peritoneal cul de sac. 
After closure of the perineal wound, the 
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abdomen is reopened and the diseased 
bowel freed and removed through the ab- 
domen. This procedure may also be per- 
formed in one stage. It is claimed that 
there are certain distinct advantages. 


In the first stage, when the colostomy 
is performed, only the small vessels are 
ligated, so that the blood supply of the 
two ends is not affected. In Rankin’s 
opinion, less shock is encountered during 
the perineal phase of the second stage 
than through the abdominal route, and 
there is greater opportunity to clear out 
the hollow of the sacrum, ischiorectal 
fossa and node-bearing areas around the 
posterior vaginal wall in the female and 
the prostate and seminal vesicles in the 
male. On the other hand, the necessity of 
opening the peritoneal cavity the second 
time is a distinct disadvantage. The same 
may be said of removing the lower seg- 
ment through the abdomen, which is prone 
to cause peritoneal contamination. 

Devine’s (Australia) —Radical Perineo- 
abdominal Rectosigmoid Resection in a 
Functioning Bowel: This procedure was 
reported by Devine”? of Australia in 1937, 
and it can be performed by one surgeon 
and an assistant or by two-surgeon teams, 
with a corresponding saving of time. 


In this procedure the anal canal with 
its surrounding tissue, the rectum and the 
whole of the sigmoid and its mesentery 
are removed, and the patient is left with 
an inguinal artificial anus. In Devine’s 
opinion, radicalness should be the main 
surgical consideration in the treatment of 
the invasive spreading type of carcinoma; 
for, in the event of a recurrence, there 
should be no regret that the very real 
danger of recurrence was subordinated to 
an objective of secondary importance, such 
as preservation of the patient’s continence. 
This operation is based on the same prin- 
ciples as the Miles operation, except that 
it begins perineally and ends abdominally, 
and that practically all of the sigmoid, 
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with its mesentery, is removed. 

The advantages are that the patient is 
not shifted; the operation permits two 
surgeons to work conjointly ; the incarcera- 
tion of the sigmoid under the sutured peri- 
toneum, often an operative step of some 
difficulty, is avoided; ligature of the sig- 
moid stump and protective peritoneal su- 
ture to cover the stump are avoided, and 
the procedure permits removal of the 
whole mesentery of the sigmoid. The last- 
mentioned advantage cannot be obtained 
in the abdominoperineal method, because 
the whole of the resected sigmoid cannot 
be buried under the pelvic peritoneum. 

Babcock’s and Bacon’s Operations with 
Preservation of the Sphincter: The ab- 
dominoperineal resection in one stage 
without a colostomy has been described by 


Babcock** and Bacon*‘ of Philadelphia. 


is applicable to all types of cancer above 
the level of the middle Houston’s valve, up 
to the rectosigmoid. It offers several ad- 
vantages—the elimination of a colostomy, 
the omission of a perineal diaphragm, the 
delivery of the bowel through the perineal 
wound by traction on healthy rather than 
on diseased tissue, and the immediate for- 
mation of a perineal anus. In addition, the 
bowel is not crushed, opened or removed 
until all wounds are closed or occluded and 
dressings are in place. 

This procedure has several modifica- 
tions. It has been criticized because it 
fails to preserve the internal sphincter 
and in consequence fails to preserve con- 
tinence. The Bacon procedure terminates 
historically the evolution of the surgical 
procedures for the treatment of cancer of 
the rectum. 

Men who devote their lives and surgical 
skill to the development of radical tech- 
nics to destroy the scourge of cancer of 
the rectum do so to prolong life, and are 
not motivated by aesthetic, sentimental, 
religious or other reasons, To these pio- 
neers of the past and present and to many 
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of those unknown to history this essay is 
dedicated. 


SUMMARY 


The history of carcinoma of the rectum 
and its treatment, from the earliest recog- 
nition of the entity to the present day, is 
sketched, with comments on the work of 
Hippocrates, Galen, Paul of Aegina, Leo- 
nides of Alexandria, Lanfranchi, Henri de 
Mondeville and Guy de Challiac of France, 
and the English surgeon Johannes of 
Arderne (John Arderne). Surgeons of 
the nineteenth and twentieth centuries 
whose work is emphasized are Littré, 
Amusat, Kocher, Kraske, Hartmann, 
Miles, Mikulicz, Jones, Lahey, Turner and 
Rankin, Devine, Babcock and Bacon. The 
technics employed by a number of these 
are described. 


ZUSAM MENFASSUNG 


Es wird ein kurzer Uberblick iiber die Ge- 
schichte des Mastdarmkrebses und seiner 
Behandlung von den friihesten Tagen der 
Erkenntnis dieser Krankheit bis zur Ge- 
genwart gegeben. Dabei wird auf die 
Werke von Hippokrates, Galen, Paulus 
von Aegina, Leonides von Alexandria, 
Lanfranchi, Henri de Mondville und Guy 
de Challiac aus Frankreich und des engli- 
schen Chirurgen Johannes von Arderne 
(John Arderne) eingegangen. Zu den 
Chirurgen des 19. und 20. Jahrhunderts, 
deren Arbeiten hervorgehoben werden, 
gehéren Littre, Amusat, Kocher, Kraske, 
Hartmann, Miles, Mikulicz, Jones, Lahey, 
Turner und Renkin, Devine, Babcock und 
Bacon. Die von einigen dieser Autoren 
angewendeten Techniken werden be- 
schrieben. 

RESUME 


L’histoire du carcinome du rectum et 
son traitement, depuis qu’il a été reconnu 
pour la premiére fois jusqu’a aujourd’hui, 
est esquissée avec commentaires sur les 
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travaux d’Hippocrates, de Galen, de Paul 
d’Aegine, de Léonide d’Alexandrie, de 
Lanfranchi, d’Henri de Mondeville et Guy 
de Challiac (France) .et du chirurgien 
anglais Johannes of Arderne (John Ar- 
derne). Les chirurgiens des dixneuvieme 
et vingtieme siécles dont les travaux sont 
soulignées sont: Littré, Amusat, Kocher, 
Krasko, Hartmann, Miles, Mikulicz, Jones, 
Lahey, Turner et Renkin, Devine, Babcock 
et Bacon. Les techniques employées par 
certains d’entre eux sont également 
décrites. 
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COMPLETE understanding of the 
A origin and pathogenesis of anal ab- 

scesses and fistulas is absolutely 
essential for proper diagnosis and treat- 
ment. Anal abscesses begin with infection 
of one or more anal crypts. When the in- 
fection in the crypt extends into the peri- 
anal spaces an abscess results. Once the 
abscess has formed, a fistula is inevitable, 
for it exists as soon.as a secondary opening 
is established, either by spontaneous drain- 
age of the abscess or incision by the sur- 
geon’s knife to establish drainage. The 
primary opening of the fistula is always at 
its point of origin in the anal crypt. 

Classification of Anal Abscesses.—Anal 
abscesses may be classified as superficial 
and deep. Cutaneous and subcutaneous ab- 
scesses in the perianal area are no differ- 
ent from the same cutaneous infections in 
other parts of the body. When these ab- 
scesses drain, sinuses rather than fistulas 
result. They do not belong in this discus- 
sion except for purposes of differential 
diagnosis. 

The superficial anal abscess is repre- 
sented by the perianal, perineal, or ischio 
anal abscess. The deep abscess is repre- 
sented by the supra levator abscess which 
may be either pelvi rectal or retro rectal. 
Submucous abscesses of the rectum are 
superficial in that they occur just beneath 
the mucous membrane of the rectum but 
are deep in that they occur above the den- 
tate margin. 

Diagnosis of Anal Abscesses.—The di- 
agnosis of a superficial anal abscess offers 
no difficulties. It is an acute infection in 
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an area richly endowed with somatic sen- 


sory nerve fibers. The first symptom, 
therefore, is pain, which progresses as the 
pressure within the confines of the abscess 
wall increases. The other cardinal signs 
of inflammation are present, such as heat, 
redness and swelling. The inguinal glands 
on the involved side are often enlarged and 
tender. The patient is seldom acutely ill 
but usually feels below par and may have 
1 or 2 degrees of fever. 

The differential diagnosis of ischioanal 
abscess should not be difficult. Occasion- 
ally a perineal abscess is a periurethral 
abscess rather than a true anal abscess. A 
history of past urethritis and of recent 
instrumentation of the urethra should aid 
in differentiating the two types of abscess. 

Occasionally thrombosed external hem- 
orrhoids, prolapsing internal hemorrhoids 
with edema, or infection of the skin (in- 
fected comedones, sebaceous cysts, furun- 
cles, pyoderma) will offer some diagnostic 
difficulties. It will help to remember that 
any or all of these conditions may coexist 
with an anal abscess. A pilonidal cyst ab- 
scess and a Bartholinian abscess will some- 
times cause confusion unless they are kept 
in mind. 

Deep or supralevator abscesses and the 
submucous abscesses of the rectum do not 
produce the exquisite pain so characteristic 
of the infralevator abscess. This is so be- 
cause they involve, for the most part, tis- 
sues that have a visceral rather than a 
somatic sensory nerve supply. The patient 
usually complains of vague discomfort de- 
scribed as a full feeling and an uncomfort- 
able feeling of pressure. In contrast to the 
ischioanal abscess, the supralevator ab- 
scess produces extreme toxicity. This is 


\ 
al 
A 
& 
633 


characterized by malaise, chills, high fever 
and prostration. If the abscess: breaks 
through the levator muscle to involve the 
infralevator space, the: patient immedi- 
ately feels the excruciating pain that char- 
acterizes the ischioanal abscess, 

Supralevator abscesses are diagnosed 
by careful digital examination of the rec- 
tum, which discloses a doughy swelling 
that encroaches on the rectal lumen. The 
swelling begins just above the pectinate 
line and is lateral in cases of pelvirectal 
and posterior in cases of retrorectal ab- 
scess. Palpation of such swellings may 
elicit some tenderness, but the excruciat- 
ing pain of the ischioanal abscess does not 
develop. 

Classification of Anal Fistulas. — The 
classification of anal fistulas is difficult be- 
cause of the many possibilities. As has 
been stated, all abscesses become fistulas 
when their secondary point of drainage is 
established. The course of a fistula, there- 
fore, will depend upon the nature of the 
abscess and the location of its secondary 
point of drainage. 

The most common type of fistula is sim- 
ple, with its primary opening in the anal 
crypt and its secondary opening at some 
point in the perianal area. Occasionally 
there are two or more secondary openings 
in the perianal area; these signify mul- 
tiple branching tracts. 

Complicated anal fistulas are those 
which have their secondary openings in 
unusual places, such as the vagina, the 
urethra or the bladder, or in the rectum 
above the pectinate line. The horseshoe 
fistula is a complicated type in which the 
tracts are bilateral, with one or more sec- 
ondary openings on either side of the anus, 
but with a common source in an anal 
crypt, usually on the posterior wall. Other 
fistulas are even more complicated, such 
as those extending completely around the 
anus with branching tracts in various lo- 
cations, and these defy classification. 
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Diagnosis of Anal Fistulas.—Any drain- 
ing sinus in the vicinity of the anal canal 
should be looked upon as an anal fistula un- 
til proved otherwise. Whenever a true anal 
abscess is known to exist, the resultant 
channel that remains after drainage is nec- 
essarily an anal fistula. Palpation over the 
site of the visualized sinus opening will 
often disclose the tract as a firm cord lead- 
ing to the anal canal; it may even be fol- 
lowed to the involved crypt. Inspection of 
the anal crypts through a well-lighted ano- 
scope may reveal] the involved crypt; and, 
in fact, a drop or two of pus may be seen 
to emerge from the crypt. This is facili- 
tated by gentle pressure against the tract 
while inspection of the crypt area is being 
made. The use of probes to establish a 
connection between a cutaneous opening 
and an anal crypt is not only unnecessary 
but cruel and should be deferred until ex- 
amination can be performed with the pa- 
tient under anesthesia, preferably in the 
hospital, where the probing can be fol- 
lowed immediately by the appropriate sur- 
gical treatment. Inflammatory fistulous 
tracts can be differentiated from normal 
tissue by their appearance and “feel,” and 
the use of dyes to define their extent and 
to help locate their connection with an anal 
crypt should rarely be necessary. 

The differential diagnosis of anal fistu- 
las is similar to that of anal abscesses. 
They must be differentiated from pilonidal 
sinuses and cutaneous sinuses due to pene- 
trating injuries, such as gunshot wounds 
or wounds caused by impalement. Hydrad- 
enitis suppurativa of the perianal skin 
and fistulous tracts between the urethra 
and the perineal skin must be differen- 
tiated. 

Treatment of Anal Abscess.—Adequate 
surgical drainage is the only correct treat- 
ment for anal abscess. Antibiotics should 
not be used in medical management in the 
hope of aborting the abscess and prevent- 
ing its successor, the anal fistula. The time 
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to open an anal abscess is immediately 
after the diagnosis has been made. This 
is because, in most instances, the patient 
has delayed reporting for treatment until 
the abscess has become unbearable, and by 
that time it is definitely ready for drain- 
age. 

Occasionally, however, a patient reports 
early, while his discomfort is mild and be- 
fore any definite swelling is present. There 
is an indurated area which is tender, but 
all the cardinal signs of inflammation are 
minimal. In these circumstances it is wise 
to delay operation and give nature a chance 
to build up a protective wall about the in- 
flamed tissue; in other words, to allow the 
abscess to become localized. During this 
period of delay, hot, moist dressings and 
warm sitz baths are valuable in alleviating 


discomfort and aiding in the localization. 


of the abscess. As soon as the abscess has 
developed beyond the minimal stage, i.e., 
after twenty-four to seventy-two hours, it 
should be drained surgically. Continuing 
the delay in the expectation of spontaneous 
drainage is dangerous, for spontaneous 
drainage may take place in an undesirable 
location, thereby increasing the difficulties 
of the later curative operation for the re- 
sultant fistula. 


Incision and drainage of an anal ab- 
scess, in order to be adequate, should con- 
sist of more than making a simple stab 
wound. Whenever possible, the abscess 
cavity should be uncapped or unroofed. 
This is best done in the operating room, 
with the patient under general or regional 
block anesthesia, and is accomplished by 
excising enough skin to make the wound 
as large as or almost as large as the ab- 
scess cavity itself. A running locked suture 
of plain No. 0 catgut may be placed around 
the margin of the wound if bleeding from 
the skin edges is brisk, but frequently no 
sutures are necessary. Packing of the 
wound is undesirable. A small rubber 


drain or gauze wick may be placed into the 
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cavity, but it should be removed in twenty- 
four hours. 

Submucous abscesses are drained by 
making a longitudinal incision through the 
rectal mucosa over the abscess cavity. The 
edges of the wound are then excised for 
partial unroofing of the cavity. A running 
locked suture of plain No. 0 catgut will 
have to be placed along the cut margins in 
order to control the bleeding from the mu- 
cosal edges. 


Supralevator abscesses are drained 
without passing through the bowel wall. 
The incision is made lateral to the anus 
for the pelvirectal abscess and posterior 
to the anus for the retrorectal abscess. It 
is important to stay outside the external 
sphincter muscle, so as not to injure this 
structure. The posterior incision should 
be made to avoid the midline, so as not to 
damage the anococcygeal ligament. After 
the incision has been made, a closed for- 
ceps is passed through the wound and ad- 
vanced until it reaches the pelvic dia- 
phragm. It is then thrust through the 
diaphragm near its attachment to the anal 
wall. This is facilitated by placing a fin- 
ger in the rectum, which acts as a guide 
and also helps to protect the rectal wall 
from injury. After the tip of the forceps 
has entered the abscess cavity, the instru- 
ment is opened and withdrawn. A finger 
can then be used to enlarge the opening 
further, in order to secure adequate drain- 
age. It is obvious that a supralevator ab- 
scess cannot be uncapped in the manner 
described for a superficial anal abscess. 


Finally, in the management of an anal 
abscess it should be emphasized to the pa- 
tient that the surgical treatment is in the 
nature of an emergency, to drain the ab- 
scess, and that further surgical treatment 
will be necessary later as definitive therapy 
for cure of the resultant fistula. 

Treatment of Anal Fistulas.—The inter- 
val between drainage of an anal abscess 
and operation for the resultant anal fistula 
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will vary from one to several weeks. As 
soon as the inflammatory process has sub- 
sided and the abscess cavity has shrunk to 
its maximum amount, one may proceed 
with definitive operation. The surgical 
procedure is either fistulectomy, which 
means total extirpation of the fistulous 
tract, or fistulotomy, which means removal 
of the top and sides of the fistulous tract 
with its base left intact. In other words, 
fistulotomy is the unroofing of a fistulous 
tract to convert it to an open ditch. 
Fistulotomy has many advantages over 
fistulectomy. Fistulotomy is less radical 
and yet, when done properly, is curative. 
Less sacrifice of tissue is involved and con- 
sequently less scarring. When the fistula 
passes through the sphincteric muscula- 
ture there is less sacrifice of those sphinc- 
ter muscle fibers which attach themselves 
to the lower portion of the fistulous tract. 
In the performance of a fistulotomy it is 
imperative that the entire tract, together 
with any branching tracts, be unroofed. 
This is best accomplished by passing a 
probe through the tract, beginning at the 
primary opening and emerging at the sec- 
ondary opening. All tissue overlying the 
probe is then severed until the probe lies 
free in the wound. The wound edges are 
then trimmed away in order to unroof the 
tract more thoroughly and also to prevent 
premature closing of the wound. Adequate 
drainage of the wound is imperative, and 
healing must take place slowly, beginning 
in the deepest portion and gradually ap- 
proaching the surface. Postoperative care 
is important to prevent bridging, second- 
ary infection and premature surface heal- 
ing, all of which contribute to recurrence 
and excessive scarring with deformities. 
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SUM MARY 


The classification, diagnosis and treat- 
ment of anal abscesses and fistulas are 
presented, with emphasis on the absolute 
necessity of a thorough understanding of 
these lesions if the results of treatment 
are to be satisfactory. 


ZUSAMMENFASSUNG 


Die Einteilung, Diagnostik und Behand- 
lung von Abszessen und Fisteln des Afters 
werden erértert. Dabei wird auf die un- 
bedingte Notwendigkeit einer genauen 
Kenntnis dieser Erkrankungen hingewie- 
sen, ohne die keine befriedigenden Behand- 
lungsergebnisse erwartet werden kénnen. 


RESUME 


La classification, le diagnose et le traite- 
ment des abcés et fistules de l’anus sont 
présentés en insistant sur la nécessité ab- 
solue de comprendre parfaitement ces 
lésions si l’on désire que les résultats du 
traitement soient satisfaisants. 
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hypotenseurs dérivés de Méthonium 

dans 162 cas opérés a partir de 1952. 
La nomenclature de ces cas est détaillée 
dans le tableau ci-contre. 


Now avons employé les médicaments 


La majorité comprend des opérations 


pour O.R.L. 

En chirurgie générale, nous avons donné 
ces médicaments pour des interventions 
sur la téte et le cou, surtout des thyroidec- 
tomies, et aussi pour des opérations sur le 
sein, quelques cystocéles et quelques cas 
d’orthopédie. 

Nous les avons abandonnés, vu leur 
manque d’intéré pratique, pour d’autres 
interventions (hystérectomies, etc.) . 

Nous verrons que nous pouvons diviser 
les cas d’emploi de sels de méthonium en 
deux catégories suivant le mode d’adminis- 
tration. 

Nous avons ensuite, depuis 1954, em- 
ployé exclusivement comme hypotenseur 
le R° 2-2222, dérivé de thiophane, spécia- 
lisé sous le nom d’Arfonad, qui nous fut 
généreusement fourni par la maison Roche. 
Nous possédons actuellement 95 fiches 
d’emploi de ce médicament qui nous sem- 
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ble beaucoup plus sir et beaucoup plus 
maniable. 

Bref Historique de V Hypotension Medi- 
camenteuse.—Paton et Zaimis, Barlow et 
Ing furent les premiers 4 préconiser |’em- 
ploi de sels de méthonium pour la réduc- 
tion du saignement et l’hypotension 
peropératoires. Randall, Peterson et Leh- 
man ont étudié |’Arfonad ou Ro 2-2222 du 
point de vue pharmacologique en 1949 dans 
les laboratoires Roche. Sarnoff et ses 
collaborateurs |’ont employé a titre théra- 
peutique dans l’oedéme du poumon. En 
1950, Organe, Davison et Enderby publient 
l’emploi de sels de méthonium en chirur- 
gie. En 1951, Kern les utilise en France. 
Magill Scurr et Wyman publient en 1953 
cing cas d’emploi de |l’Arfonad comme 
moyen d’hypotension en chirurgie; ils 
furent suivis par Nicholson, Sarnoff et 
Crehan (25 cas), Sadove, Wyant et Gleave 
(50 cas), Scurr et Wyman, Anderson et 
MacKissock; Kilduff (1954) s’élévent con- 
tre l’emploi de la méthode d’administration 
par perfusion intraveineuse, préférant 
linjection intraveineuse répétée d’Arfo- 
nad, appuyé en partie par Voorhoeve et 
Delahaye (Rotterdam). Clark, Bennett et 
Flatt publient 128 cas en 1955; Desbarax, 
115 cas. 

Nous nous permettons d’apporter une 
modeste contribution 4 ces travaux sur les 
hypotenseurs (que notre liste ne mentionne 
d’ailleurs pas tous). 
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Les plus fortes doses d’Arfonad données 
sans ennui furent ce!les de Scurr et Wy- 
man (1200 mmg) Maroger et Vourch (200 
mmgr en 5’ sans -résultat), Vermeulen- 
Cranch (2400 mgr en 3 h 15) et Loew 
(1500 mgr d’Arfonad, plus 1500 mgr de 
pendiomid). 

Technique d’Emploi.—1, a) Pour les 113 
premiers cas d’emploi de pentaméthonium, 
nous fiant aux données classiques et aux 
indications du fabricant, nous avons donné 
80 mgr (aprés intubation orale sous pen- 
tothal-curare). Nous continuons la nar- 
cose par N20 pento-curare ou plus souvent 
cyclo-curare). La chute de tension obtenue 
suffisait pour toute |’intervention; les ré- 
injections chez les résistants au produit 
semblant inefficaces, Le malade était mis en 
Trendelenburg inversé, son inclinaison 
variait pour modifier la tension. Aprés 
lintervention, le malade était conservé 
quelques heures en Trendelenburg léger. 

b) Pour des raisons de sécurité accrue 
et de prudence, dans les 49 cas suivants 
d’emploi de pentaméthonium, nous injec- 
tions 60 mgr suivant la méme technique, 
nous réservant d’ajouter 20 mgr ou trés 
rarement 40 mgr maximum si cela sem- 
blait insuffisant (ceei arriva dans 13 cas). 

2. L’Arfonad s’administra dans une so- 
lution physiologique a la dilution d’1 pour 
1000 (1 cm 3 = 1 mgr d’Arfonad) au 
rythme initial d’environ 60 gouttes minute 
augmenté ou diminué ensuite suivant be- 
soin. La position du malade était la méme 
que dans la technique précédente. 

Principe d’Action.—On peut, pour com- 
prendre |’action de ces médicaments, com- 
parer grossiérement le malade hypotendu 
a une bouteille remplie 4 moitié de liquide 
et dont l’inclinaison entraine celui-ci dans 
la partie déclive, vidant l’extrémité supé- 
rieure. 

Plus scientifiquement, Leusen, Demees- 
ter et Vander Hauwaert ont montré que 
l’Arfonad avait une action vasodilatatrice 
directe, non corrigée par les réflexes sino- 
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carotidiens déprimés, avec diminution du 
débit cardiaque dans les hypotensions pro- 
noncées. Certains autres auteurs ont in- 
voqué une action histaminique ou une 
dilatation métartériolaire ou “ganglio- 
plégique.” 

Les méthoniums agiraient, eux, par leur 
action “ganglioplégique” seule. 

Indications et Contre-Indications.—Les 
sujets de choix sont ceu en bonne santé 
et d’Age moyen. Les jeunes sont plus ré- 
sistants. Les hypertendus répondent par 
des chutes de tension spectaculaires, 4 des 
doses méme minimes. Les susceptibilités 
a ces drogues sont strictement individu- 
elles et indépendantes du sexe, du poids et 
méme de l’Age (en tenant compte de notre 
remarque sur les hypertendus). Nous 
avons exclu les malades qui présentaient a 
V’E.C.G. des signes nets d’infarctus ou 
d’ischémie certaine du myocarde ou d’in- 
suffisance rénale. 

Resultats Obtenus.—1. a) Méthonium 
dose unique; b) Méthonium doses répétées. 
2. Arfonad. 

Doses maximum employées: 1. a) 240 
mgr de C5 (échec); cas 986, homme de 
32 ans, cloison (résistance 4 réinjections) . 
b) 120 mgr C5 Cas 2228, homme de 40 ans, 
évidemment pétro-mastoidien. 2. Arfonad 
1,5 gr chez un homme de 28 ans, mastoi- 
dectomie. 

Durée maximum d’intervention: 1. a) 2 
heures 15 chez homme de 22 ans; n° 1034, 
mastoidectomie. b) 2 heures 30 chez femme 
de 23 ans, n° 3358, mastoidectomie. 2. 2 
heures 30 sous Arfonad, chez homme de 
50 ans, N° 3410, pansinusite bilatérale. 

Dose minimum efficace: 1. a) 20 mgr n° 
1448, fistule du canal de Sténon. b) 20 mgr 
C5 n° 2304 cloison. 2, 25 mgr chez un 
homme de 56 ans, cloison. 

Durée minimum: 1. a) 25’ goitre n° 
1936: Cloison n° 2040; Cloison n° 2098. 
b) 25’ cloison n° 2598 et n° 2809. 2. 
Homme de 16 ans. Cloison n° 3389 en 20’. 


Age des patients: 1. a) De 10 ans (n° 
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1443 fistule du canal de Sténon) a 69 ans 
(cloison n° 1663). Ceci pour nos 113 pre- 
miers cas au méthonium. b) De 15 ans 
(N° 2295 cloison) 4 62 ans (N° 3356 abla- 
tion de la moitié du maxillaire inférieur) ; 
ceci pour nos 9 derniers cas ou méthonium. 
2. Pour |’Arfonad: de 15 ans (cloison n° 
3377) a 77 ans (n° 3390 tumeur de la 
face: 200 mgr d’Arfonad en 90’. 

Consequences de l’ Administration d’Hy- 
potenseurs.—1. Peropératoires. A. Réac- 
tion locale: Erythéme ortié disparaissant 
a l’interruption de la perfusion d’Arfonad: 
n° 3426, 3428 et 3432 (hypothése d’action 
d’Arfonad par libération d’histamine) 
environ 3%. Pour les méthoniums, aucun 
cas. 

B. Chute de tension: Moins nette chez 
les jeunes, avec parfois tachycardie, aug- 
mentée par Trendelenburg inversé, pas 


toujours en corrélation avec absence de’ 


saignement. 1. a) Méthonium, dose unique: 
pas d’effet n° 1091, 1583, 1602, 1668, 1632 
et 2071, c’est-a-dire 6 cas sur 113 ou en- 
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viron 5%. b) Méthonium et réinjection: 
peu d’effet n° 2294, 2390, 3026, 3066, soit 
4 cas sur 49, ou environ 8%. 2. Arfonad, 
aucun cas, sans aucune baisse de tension; 
cependant, certains cas ont continué a 
saigner et certains ont nécessité des doses 
trés fortes. 

C. Diminution de saignement (échec= 
non satisfaction du chirurgien): 1. a) 
Eches Nos 986, 985 (position pour Albee), 
1104, N° 14 de chirurgie générale, N° 
1091, 1583, 1601, 1602, 1607, 1632 (plus 
décaméthonium par erreur) 1668, 1680 et 
2077, soit 11 cas sur 113 ou environ 10°/°. 
b) Eches: n° 2229, 2294, 2329, 2332, 2390, 
2964, 3026, 3066, soit 8 cas sur 99 ou en- 
viron 15%. 2. Arfonad: Eches n° 3374 
(effet tardif), 3408, 3409 (échec relatif: 
mauvaise absorption du CO2), 3414, 3443 
(relatif) soit 5 cas sur 95 ou environ 5%. 

Donc, efficacité diminuée par la 2e 
méthode d’administration de méthonium 
adoptée pour raison de sécurité, mais effi- 
cacité augmentée pour |’Arfonad. 


257 Patients Methonium Arfonad 
Dose unique Dose plus faible 
d’essai + doses 
répétées 
113 cas 49 cas 95 cas 
O.R.L. Cloisons nez 43 21 89 
Sinusites & pans. 10 9 10 
Mastoidect. & évidements pétro-m. 4 4 6 
Curet. ethm. 0 0 1 
Ophtal. Dacryoc. 3 2 0 
Chir. Thyroidectomies 18 8 25 
Tumeurs du cou & évidements ou 
ablat. de ganglions 7 1 2 
Fermet. trachéost, 0 0 1 
Parotidectomies 1 rf 0 
Tumeurs & kystes max. 3 2 7 
Gl. sous-max. 1 0 0 
Fist. canal Sténon 1 0 0 
Plaie face 1 0 0 
Tumeur cote et C. cerv 1 0 1 
Greffe d’Albee 1 0 0 
Stellectomie 0 1 0 
Exérése sein 8 0 1 
Cystocéles 2 0 1 
Hystérectomies 7 0 0 
Prostatectomie 0 0 1 
Méniscectomie 1 0 0 
Arthrodése du pied 1 0 0 
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Résistance croissante 4 des doses ulté- 
rieures d’hypotenseurs en cas d’échec ini- 
tials: 1. Totale pour les méthoniums. 2. 
Pour |’Arfonad, l’augmentation de la dose 
semble finalement avoir toujours raison de 
la stabilité du chiffre absolu de la tension, 
mais non point du saignement (cas 3374- 
3408-3409-3414-3443, soit environ 5%). 
Cette résistance pourrait étre abolie, pa- 
rait-il, par les amoniums quaternaires ou 
la procainamide. Nous ne Il’avons point 
tenté. 

D. Morts.—1. Une syncope cardiaque 
avec une dose unique de pentaméthonium 
chez un malade 4 E.C.G. normal, ce qui 
nous fit abandonner cette technique. 2. 
Néant avec les doses itératives de métho- 
nium et |’Arfonad. 

2. Post-opératoires. — A. Morts: 1. a) 
Un cas: résection partielle de tumeur 
maxillaire et langue, morte trois heures 
aprés |’intervention par inhalation de sang 


aprés hémorragies, ce qui semble indé- 


pendant de l’administration du médica- 
ment. b) Néant. 2. Néant. 

B. Hémorragies: Néant si les gros vais- 
seaux sont liés pendant |]’opération ou si, 
pour les cloisons, le nez est tamponné aprés 
l’intervention. 1. a) Pas de cas d’hémor- 
ragies. b) Néant. 2. Deux cas: 3378, un 
hématome post-opératoire traité par inci- 
sion au 4e jour, chez une thyroidectomie 
ou les gros vaisseaux n’avaient pas tous 
été liés. N° 3449, thyroidectomie aprés une 
injection d’une demi-ampoule de méthé- 
drine donnant un brusque hausse de pres- 
sion. 

C. Céphalées: Ne semblent exister que 
chez les malades dont la tension est restée 
basse au réveil: ce qui est une erreur de 
technique (traitement méthédrine ou 
sang). 

D. Excitation post-opératoire: Semble 
une association de prédisposition, de ten- 
sion insuffisamment remontée et d’anorexie 
cérébrale. a-b) a peu prés 30%, notam- 
ment cas 1041, excitation pendant 36 
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heures, et |’état antérieur psychique sem- 
blait altéré. 

E. Transfusions nécessaires (si la ten- 
sion post-opératoire reste anormalement 
basse ou si le volume sanguin semble défi- 
cient) : 1. a) Six cas soit environ 5%. b) 
Néant. 2. Un cas (sein) soit moins d’1%. 

F. Méthédrine post-opératoire: 1. a) 
Nécessaire 7 fois, soit environ 6%. b) 
Néant sur 49 cas. 2. 3 cas sur 95, soit en- 
viron 3%. 

G. Ni thrombose ni embolie post-opéra- 
toire dans les cas étudiés. 


SUMMARY 


The authors used hypotensive drugs for 
257 surgical operations. 

A single heavy dose of methonium salts 
is dangerous. A lighter dose, followed by 
others, is no less efficacious and does not 
seem to be dangerous. 

Arfonad is the most effective of these 
drugs and is apparently not dangerous. 


ZUSAM MENFASSUNG 


Die Verfassér haben bei 257 chirurgi- 
schen Eingriffen blutdrucksenkende Mittel 
angewandt. Eine Einzeldosis von Metho- 
niumsalzen hat sich als gefiéhrlich erwie- 
sen. Eine 6fters wiederholte kleinere Dosis 
ist nicht weniger wirksam und scheint 
ungefiahrlich zu sein. 

Das aktivste dieser Mittel ist das Arfo- 
nad. Es ist offenbar nicht gefahrlich. 
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Medicine, as a whole, is too vast for the grasp of any one individual. Specialism 
is inevitable, and having accepted it we must examine its limitations. The essential 
and inescapable one is that a specialist is expert for one purpose only. A specialist 
alone can be supremely efficient, and the earlier he devotes himself to a particular 
branch of study, the smaller that branch, and the more single-minded the devotion 
with which he studies it, the more efficient will he be in that branch and that alone. 
But disease is no specialist. Patients do not consult us because certain organs are 
affected, but because they feel ill. They come with symptoms, and the earlier and 
therefore the more curable their malady is, the more vague will those symptoms be, 
the more difficult the elucidation of their cause, the greater the need, in the first 
place, of a general investigation by one whose daily practice covers the whole of 
disease. 

Even in the study of one disease it is doubtful if specialism necessarily leads to 
surgical skill of the highest order. We hear today of thyroid specialists. What is a 
thyroid specialist? Is he necessarily better than the non-specialist thyroidectomist? 
Indeed, is he often as good? Will not the surgeon accustomed to operate in all 
parts of the body, if he specializes in good technique, if he performs the operation 
for the first few times under apprenticeship and afterwards undertakes it often 
enough not to forget what he has learnt, do it better than the man who pursues it 
day after day with single-minded attention? The latter is only too likely to degen- 
erate into that dangerous Pooh-bah, the thyroid expert — surgeon, physician, 
gynaecologist, psychologist, endocrinologist, physiologist, and haematologist in one. 
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Les Metrorragies, Signes de Thromboses 


~ 


Pelviennes Latentes 


A. J. BRET, M.D.* 
PARIS, FRANCE 


vasculaire qualifient deux phénoménes 

dont la coexistence peut paraitre anor- 
male a premiére vue. Or Lian & Garcin 
ont rapporté en 1953 plusieurs cas de 
thromboses veineuses a répétition chez des 
malades porteurs de hernies diaphragma- 
tiques avec hématémése et anémie. Quenu 


et coagulation intra- 


Jacquelin et Leger en 1952 ont rapporté a- 


l’Académie de Chirurgie de Paris, l’obser- 
vation d’un infarctus intestinal par throm- 
bose veineuse, traité et guéri aprés inter- 
vention, par les anticoagulants. 

Quant aux hémorragies utérines, leur 
coexistence avec des lésions de thrombose 
se retrouve dans des publications bien plus 
anciennes: en 1925, Michon, Moulonguet 
et Blamontier rapportent |’observation 
d’une jeune femme qui a présenté trois 
mois aprés un avortement et pendant trois 
ans, des métrorragies répétées et trés im- 
portantes. L’examen histologique mon- 
trait une endo-vascularite thrombosante 
diffuse des vaisseaux utérins, d’origine 
streptococcique. 

En 1928, Digonnet, dans sa thése sur les 
hémorragies secondaires de la puerpéra- 
lité décrit dans toutes les observations, des 
lésions vasculaires importantes et diffuses, 
en particulier une thrombose massive des 
vaisseaux utérins. 

Mais surtout Cotte & Mathieu en 1934, 
attirent l’attention sur les phlébites spon- 
tanées survenant au cours de |’évolution 
des myomes utérins. Leur étude est centrée 
sur la phlébite des membres inférieurs, 


A h des Hopitaux de Paris. 
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souvent bilatérale et 4 bascule, compliquée 
parfois d’embolie pulmonaire. 

Ces auteurs signalent que Tixier, dans 
son rapport au “Congrés de Chirurgie” de 
1924, montre l’existence de ces phlébites 
dans l’évolution des myomes a forme 
d’anémie pernicieuse. L’intérét est de re- 
trouver en effet dans les manifestations 
présentées par les 4 malades de Cotte & 
Mathieu, des métrorragies d’abondance 
redoutable et qui précédent ou coexistent 
avec l’apparition de la phlébite des mem- 
bres inférieurs. Mais Cotte & Mathieu ne 
paraissent pas avoir fait un rapproche- 
ment entre phlébite et métrorragie. 

Weil et Isch-Wahl montrent la fréquence 
des phlébites, des thromboses et des embo- 
lies dans un syndréme qu’ils ont appelé 
Vhémogénie. _ 

En 1950, Laffont & Bonafos, signalent 
que devant des méno-métrorragies dites 
essentielles, survenant chez des jeunes 
filles ou chez des femmes a la ménopause, 
l’étude macroet microcospique de l’utérus 
aprés hystérectomie montre une muqueuse 
épaissie avec des foyers de nécrose et de 
petits infarctus. 

Enfin, par des procédés d’explorations 
différentes Guilhem & Baux ont montré 
que thromboses et métrorragies étaient 
deux manifestations souvent associées et 
ils concluent que les métrorragies ou l’hy- 
perménorrhée pourraient étre une des 
manifestations cliniques des phlébites 
latentes. 

Le but du présent exposé est de montrer 
les relations entre les deux phénoménes, 
thromboses et métrorragies qui ne sem- 
blent pas avoir été retenues jusqu’a pré- 
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sent. Ces métrorragies en effet, con- 
duisaient la plupart du temps a une hyste- 
rectomie; l’examen grossier de la piéce 
opératoire était le plus souvent négatif 
mais on n’en tirait aucune conclusion. On 
savait seulement que ces hystérectomies 
apparemment simples étaient fréquem- 
ment, et de facon précoce, suivies de phleg- 
matias extensives dont la raison demeurait 
inconnue. Ducuing dans une étude récente 
sur le “fibromyome utérin” avait signalé 
la fréquence des lésions veineuses 4 type 
de thrombose évolutive pouvant faciliter 
lapparition de ces “phlébites spontanées 
ou post-opératoires.” 

En 1954, G. Duperroy de l’Université de 
Louvain, publie une étude clinique et his- 
tologique de l’utérus myomateux en rap- 
port avec la pathologie de l’hémorragie 


utérine anormale chez la femme. I] met. 


en évidence le réle prépondérant des 1é- 
sions vasculaires endométriales dans la 
pathogénie de nombreux troubles menstru- 
els dits “fonctionnels”: il s’agit de lésions 
de sclérose du systéme artériel spiralé de 
la base de l’endométre, accompagnées ou 
non de “lésions veineuses” du type dilata- 
tion des veines ou des lacs sanguins. 


Notre exposé aura done pour but de 
montrer qu’il existe des thromboses pel- 
viennes isolées ou des thromboses 4 début 
pelvien, contrairement aux idées admises 
jusqu’a présent, mais surtout des throm- 
boses qui peuvent étre sans caractére ex- 
tensif, sans atteinte surale et dont la seule 
manifestation est la métrorragie. Leur 
existence est démontrée par l’histologie 
endométriale, l’histologie de la piéce opéra- 
toire. 


En conclusion, cet exposé aura pour but: 
1. De faire rejeter dans certains cas le 
traitement chirurgical au profit d’un 
traitement médical. 2. De faire instaurer 
un traitement médical post-opératoire pré- 
coce, si l’intervention a été pratiquée, pour 
éviter l’extension de la thrombose aux 
membres inférieurs et l’apparition d’une 
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embolie. 3. De faire reconnaitre surtout 
une nouvelle cause aux métrorragies post- 
ménopausiques. On sait que, mis a part 
le cancer, beaucoup de causes échappaient 
a l’examen macroscopique ou microsco- 
pique, et qu’en |’absence méme de toute 
lésion on portait le facile diagnostic de 
métrite, de métropathie hémorragique 
sénile sans substratum anatomique. 

A. Métrorragies et thromboses au cours 
de maladies connues.—Nous considérerons 
d’abord les phénoménes métrorragiques 
au cours des polypes fibreux sphacélés et 
des fibromes. 

Nous savons que les fibrémes ou les poly- 
pes peuvent rester trés longtemps silen- 
cieux et s’accompagner brutalement de 
métrorragies trés abondantes. 

Le tableau correspond a la description 
donnée par Cotte & Mathieu, confirmée 
dans un cas d’ailleurs par Lecéne: hémor- 
ragies trés abondantes, déterminant un 
état d’anémie vite alarmant. 

Les auteurs précédents ont assisté a 
l’évolution jusqu’a Jl’installation de la 
phlébite des membres inférieurs, mais l’ex- 
amen histologique de l’endométre que nous 
pratiquons, permet de déceler le processus 
de thrombose a@ un stade beaucoup plus 
récent, 

Par lintervention précoce, qui était 
d’ailleurs 4 cette époque, rejetée par Cotte 
& Mathieu, mais pratiquée par Malley-Guy 
& Alamartine, on peut constater la throm- 
bose des vaisseaux pelviens, du myome, et 
surtout du pédicule. 

En fait donc, on peut considérer ces 
phénoménes comme une nécrobiose par in- 
farctus du myome di a un processus 
thrombotique. Cette théorie pathogénique 
parait valable dans un certain nombre de 
cas particuliers et nous en rapprocherons 
les citations qu’en a faites Ducuing. Cet 
auteur dit: “il existe des nécrobioses mas- 
sives, partielles ou parcellaires du fibrome, 
relevant d’états ischémiques marqués pou- 
vent aller jusqu’é la suppression compléte 
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de l’apport sanguin.” 

“Les nécrobioses aigiies correspondent a 
des mortifications aseptiques rapides. Ce 
sont les fibrémes les moins bien vascula- 
risés qui subissent de telles dégénéres- 
cences, mais le caractére brutal de la né- 
crobiose est donné soit par des dislocations 
vasculaires traumatiques au niveau de la 
capsule, soit par des lésions subites de 
phlébites ou d’artérites avec thromboses 
plus ou moins étendues.” 

C’était déja l’opinion de Faulkner en 
1947. 

Le diagnostic de thrombose peut étre 
fait lorsqu’on est appelé a faire un curet- 
tage biopsique avant ]’intervention, lors de 
la période métrorragique. L’examen his- 
tologique montre l’existence de ces throm- 
boses (Fig. 1). Ce phénoméne de 
thrombose semble souvent arrété par |’in- 
tervention, il peut néanmoins se pour- 
suivre, rester localisé au pelvis ou 
s’étendre aux membres inférieurs. Ces 
thromboses pelviennes expliquent |’exist- 
ence des phlébites des membres inférieurs 
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et des migrations emboliques précoces si 
graves et dont l’existence gréve encore la 
chirurgie du fibréme. 

B. Métrorragies des suites de couches 
sans infection ni rétention placentaire.— 
La description de tels phénoménes est diie 
a Couvelaire et a son éléve Digonnet qui 
ont insisté sur la “forme métrorragique 
de l’infection puerpérale.” Ils ont montré 
qu’a cété de la rétention placentaire et du 
processus infectieux il faut, dans 1’étio- 
logie de ces hémorragies, faire une place 
importante aux thromboses qui s’accom- 
pagnent de signes cliniques particuliére- 
ment évocateurs: 

—métrorragies précoces, apparaissant 1 
a 2 semaines aprés |l’accouchement avec 
accélération du pouls, sans fiévre. 

—métrorragies de grande abondance, 
entrainant une altération importante de 
général, et conduisant, devant ]’échec 
des thérapeutiques habituelles, a l’hysté- 
rectomie. 

—métrorragies précédant, mais non tou- 
jours, de quelques jours ou de quelques 


Fig. 1.—A, fibréme hémorragique; thrombose de l’endometre prilevi par curettage. B, 
sur la piece operatoire thrombose du muscle utérin. 
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heures |’atteinte des membres inférieurs. 

Dans un certain nombre de cas, la throm- 
bose des membres inférieurs ne s’installe 
pas, mais les travaux de Guilhem & Baux 
surtout ont montré que dans les mois sui- 
vants, il peut exister des phénoménes 
métrorragiques et que la phlébographie 
peut mettre en évidence des lésions de 
thrombone. 

De méme si |’on faisait, comme nous 
l’avons pratiqué, des examens histo- 
logiques soit dans les 20 jours qui suivent 
l’accouchement, soit dans les mois sui- 
vants, on voit des processus de thrombose 
en pleine évolution. 

C. Les accidents métrorragiques aprés 
curettage. La métrorragie n’est pas un 
signe certain de rétention placentaire et 
avant de faire une évacuation compléte de 


la ecavité utérine, il est trés souvent utile . 


de faire un examen histologique de |’endo- 
métre, qui, prouvant l’absence de rétention 
de cotylédons placentaires et la présence 
de thrombose, est un signe en faveur d’une 
phlébite qui pourra s’étendre aux mem- 
bres inférieurs. L’existence de ces throm- 
boses permettra de faire un _ traitement 
anti-coagulant précoce. 

Nous allons considérer maintenant les 
cas dans lesquels il n’existe dans les anté- 
cédents absolument aucune anomalie géni- 
tale. 

Le probléme est trés différent suivant 
que l’on se trouve (1) en période pré- 
ménopausique et (2) en période post- 
ménopausique. 

1, En Période Pré-Ménopausique: Nous 
mettons en évidence une autre cause de 
métrorragies pré-ménopausiques : la throm- 
bo-phlébite du pédicule utéro-ovarien et 
les thromboses de lVendométre sans cause 
évidente. 

Deux séries de faits doivent étre distin- 
guées suivant l’intensité des métrorragies: 
(a) les métrorragies peu abondantes per- 
mettant l’expectative; (b) les métrorra- 
gies trés abondantes entrainant un état 
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Fig. 2.—A, sur la piéce operatoire, thrombose de 
la veine uterine. B, vaisseau thrombose avec debut 
d’organisation, 


d’anémie considérable, résistant 4 toutes 
les thérapeutiques, sauf a /l’opération 
hémostatique. 

Dans le premier cas, seul l’examen his- 
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Fig. 3.—A, thrombose endometriale. Biopsie pré- 

operatoire. B, caillots dans les vaisseaux du méso- 

salpinx. C, caillot Intravasculaire stratifié non 
capillarisé, 
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tologique de l’appareil génital et plus par- 
ticuliérement la biopsie de ]’endométre est 
capable de montrer des thromboses locali- 
sées a l’endométre et de faire supposer la 
cause. 

Dans le cas d’hémorragies abondantes 
on pratique |’opération chirurgicale et c’est 
elle qui est le seul moyen d’hémostase, la 
thrombose est une découverte opératoire 
(Fig. 2). 

Obs. X.—Madame R., 49 ans, est adressée 
par son médecin pour des métrorragies per- 
sistant depuis deux mois malgré une thérapeu- 
tique symptématique et hormonale. 

La muqueuse examinée aprés biopsie de 
lYendométre ne présente aucun caractére 
pathologique, mais a Tlhystérographie on 
découvre une image suspecte a droite. Hysté- 
rectomie totale. Suites opératoires normales. 

L’examen macroscopique de la piéce opéra- 
torie montre une artére utérine calcifiée—un 
caillot qui fait issue 4 la section du pédicule 
utérin et une muqueuse hypertrophique. 

Examen histologique: (Pr. Ag. Duperrat— 
n° 46.673). “Plusieurs blocs ont été faits 
dans la piéce d’hystérectomie: 

1. La région cervicale est le siége d’une 
adénomatose kystique bénigne. 

2. La muqueuse corporéale apparait de type 
folliculinique moyen. Je ne trouve pas de 
thrombose. 

8. Un des ovaires contient un kyste assez 
volumineux lutéinique, trés ancien. La paroi 
est en voie de fibrose. 

4. Il existe des thromboses dans plusieurs 
veines utérines. Certaines sont récentes. Par 
contre, d’autres sont complétement orzani- 
sées et méme réperméabilisées. L’artére 
utérine est dure et fibreuse. Je n’ai pas trouvé 
de calcaire sur la coupe.” 

2. En Période Post-Ménopausique: Une 
femme ménopausée vient consulter pour 
métrorragies, habituellement irréguliéres, 
d’abondance variable et sans cause évi- 
dente. II est alors classique d’envisager la 
néoplasie méme en I’absence de tout signe 
relevant de la cytologie de l’hystérographie 
et de la biopsie et la constatation de la 
thrombose est une surprise opératoire. 

Notre attention fut attirée sur ce sujet 
par l’observation d’une femme de 48 ans, 
ménopausée depuis deux ans et qui pré- 
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sentait depuis plusieurs mois des métror- 
ragies de faible abondance. 

Malgré la négativité de toutes les explo- 
rations on pratique une hystérectomie 
totale: l’utérus est petit. A l’ouverture, on 
découvre une muqueuse utérine absolu- 
ment rase, mais une des veines utérines 
contient un thrombus, 

L’examen histologique montre par con- 
tre la thrombose d’une grosse veine 
utérine, thrombose ancienne avec un début 
d’organisation. I] s’agit donc bien 1a d’une 
thrombo-phlébite sug-aigiie de la veine 
utérine droite. 

L’observation d’une autre malade, agée 
de 57 ans, ménopausée depuis 15 ans, a été 
pour nous beaucoup plus démonstratif. 
Cette malade avait regu des implants 
d’oestrogénes pour des phénoménes post- 
ménopausiques; les troubles disparurent 
pendant trois mois mais des métrorragies 
absolument incoercibles apparurent. 

L’hystérographie montrait une cavité 
tellement modifiée qu’elle nous paraissait 
typique d’un adéno-carcinome de |’utérus 
mais on fut surpris, 4 l’examen histolo- 
gique de |’endométre, de trouver une hy- 
perplasie glandulo-kystique, avec des 
thrombose (Fig. 3A). 

Néanmoins on opéra et on fit une hysté- 
rectomie totale. L’utérus était extérieure- 
ment peu modifié, bien qu’a l’ouverture on 
trouve un petit myome intra-mural. Dans 
les deux mésosalpinx on trouve des caillots 
anciens bien visibles par transparence et 
gros comme un pois. La muqueuse utérine 
est trés hypertrophique. Certains vais- 
seaux du mésosalpinx étaient béants et 
vides; par contre, toutes les veines sont 
obstruées par des caillots sanguins non 
suppurés (Fig. 3B). A l’exception d’un 
point, ces caillots ne sont pas encore orga- 
nisés. D’autres caillots intra-vasculaires, 
présentent des stratifications avec organi- 
sation assez avancée. Toutefois, ils ne sont 
pas encore capillarisés (Fig. 3C). 

Dans les suites opératoires évolua une 
phlébite typique des membres inférieurs. 
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D’ailleurs, cette malade avait présenté a 
la suite d’un avortement antérieur et de 
deux grossesses précédentes, une phlébite 
des membres inférieurs. 

Plusieurs mois aprés on assista a |’ap- 
parition d’oedéme des membres inférieurs 
avec perturbation des temps de saigne- 
ment, decoagulation et du test a l’héparine. 
Il semble que chez cette malade on assiste 
a l’évolution d’une thrombo-phlébite chro- 
nique. 

De l'étude de ces observations nous pou- 
vons tirer les conclusions suivantes: 

Ces métrorragies peuvent apparaitre a 
n’importe quel stade de la vie génitale. 

Elles peuvent faire partie d’un syndréme 
clinique complexe, et la thrombose vascu- 
laire n’est pas rendue responsable a pre- 
miére vue, d’une hémorragie que semble 


. expliquer une cause locale, car quelques 


fois il y a un polype sphacélé, un fibréme. 
Mais par contre elles peuvent étre l’unique 
signe qui conduit a l’opération et, seul, un 
examen anatomique du pelvis et de la 
piéce d’hystérectomie pourra déceler les 
thromboses. 

Pour éviter ce recours 4 une chirurgie 
mutilante et utiliser un traitement médical 
efficace, peut-on poser un diagnostic rapide 
et certain? Autrement dit, ceshémorragies 
utérines ont-elles des caractéres cliniques 
ou paracliniques permettant de les ratta- 
cher a une thrombose? 

1. L’aspect, l’abondance, la fréquence 
des métrorragies sont trés_ variables. 
Métrorragies quotidiennes, peu abondantes 
et irréguliéres ou alors d’abondance con- 
sidérable, prolongées avec caillots et méme 
incoercibles, réalisant la forme anémique 
décrite par Cotte & Mathieu. 

Dans tous les cas, leur signe commun 
est Vincoercibilité la persistance malgré 
le curettage et les thérapeutiques hémos- 
tatiques ou hormonales pendant plusieurs 
semaines. 

Par contre, dans tous les cas ot on a pu 
employer les anticoagulants, lorsque la 
métrorragie ne posait pas, du fait de l’ané- 
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mie, un probléme d’hémostase immédiat, 
laction a été rapide et durable. 

2. L’interrogatoire de la malade peut 
révéler une notion importante, celle d’anté- 
cédents variqueux ou phlébétiques ou méme 
embolie pulmonaire 4a symptématologie 
larvée. 

Chez les malades ott les manifestations 
surviennent dans les suites de couches, on 
retrouve souvent des métrorragies attri- 
buées 4 un placenta praevia. 

8. L’examen peut étre encore plus sug- 
gestif si l’on se trouve en présence d’une 
phlébite des membres inférieurs en pleine 
évolution. Cette derniére permet le diag- 
nostic anatomo-pathologique. 

4. Mais la biopsie de l’endométre reste 
néanmoins un examen essentiel pour le 
diagnostic. L’étude de la piéce prélevée, 
faite par un anatomo-pathologiste qualifié, 
permettra a elle seule, de confirmer ou de 
poser le diagnostic. 

Dans les cas rares, ou il n’y a pas de 
thromboses visibles dans l’endométre, il en 
existe toujours dans les vaisseaux des 
pédicules utérins ou utéro-ovariens. 

L’association d’une endométrite et d’al- 
térations vasculaires est déja significative. 

5. Par contre, les autres investigations 
para-cliniques n’apportent que peu de ren- 
seignements: la vitesse de sédimentation 
est fonction de l’infection associée ou de 
l’anémie consécutive. L’étude de la ré- 
sistance a4 héparine et de la crase sanguine, 
la formol-gélification, en-dehors de quel- 
ques cas d’hypercoagulabilité ne sont pas 
toujours concluantes; mais positives dans 
certains cas hésitants, elles prennent une 
valeur considérable soit pour établir le 
diagnostic, pour compléter I’acte opératoire 
ou le faire suivre d’un traitement antico- 
agulant précoce, 

6. L’évolution spontanée des accidents 
est trés variable. 

a. Des métrorragies abondantes peuvent 
se poursuivre imposant |’intervention. 
L’extension post-opératoire des throm- 
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boses entrainera une surveillance rigour- 
euse et un précoce traitement par antico- 
agulants si les tests se modifient dés les 
premiers jours. 

b. En l’absence de tout traitement, les 
métrorragies n’ont aucune tendance spon- 
tanée 4 l’arrét. Dans les formes de la 
ménopause qu’on pourrait appeler “médi- 
cales” l’atteinte des membres inférieurs 
peut ne pas apparaitre, mais les métrorra- 
gies se poursuivront avec une persistance 
désespérante. 

c. Enfin, la thrombose pelvienne peut 
s’étendre aux membres inférieurs surtout 
ou se compliquer d’embolies. 

7. Bien que les accidents peuvent ap- 
paraitre a tous les stades de la vie génitale, 
leur fréquence est beaucoup plus grande a 
la ménopause. 

Anatomie Pathologique Macroscopique. 
—Cet examen peut étre déja évocateur et 
commande un examen histologique appro- 
fondi: dés l’ouverture de l’abdomen on 
peut étre frappé par une augmentation du 
volume utérin, une dilatation intense de 
tout le systéme vasculaire pelvien et méme 
par de nombreuses thromboses dans les 
pédicules infundibulo-pelviens ou le méso- 
salpinx. D’autres fois, l’utérus peut étre 
normal ou atrophique; les thromboses, 
plus localisées, n’apparaissent qu’a la 
coupe. Elles atteignent soit les vaisseaux 
utérins, soit les vaisseaux des pédicules 
utéro-ovariens. 

Dans certains cas enfin, les vaisseaux 
peuvent paraitre normaux et c’est l’ex- 
amen microscopique seul, qui révéle les 
foyers de thrombose. 

Par ailleurs, l’examen macroscopique 
suffit souvent pour mettre en évidence des 
lésions de _ sclérose artérielle (artéres 
utérines dures et calcifiées) . 

Signalons enfin l’aspect asphyxique, le 
pré-infarcissement de V'utérus et l’hemor- 
ragie intra-tubaire que nous avons ob- 
servé une fois. 

L’Examen Histologique.—L’examen his- 
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tologique précise le caractére de ces lésions 
vasculaires. 

Au niveau des pédicules utéro-ovariens: 
les veines sont souvent dilatées, parfois 
béantes. Leur paroi est tant6t peu altérée, 
tantét au contraire trés épaissie, avec des 
lésions de phlébite chronique: proliféra- 
tion conjonctive de la couche sous-endo- 
théliale et de la tunique moyenne sclérose 
de l’adventice. 

La lumiére vasculaire est souvent ob- 
struée par un caillot plus ou moins récent, 
ou déja en voie d’organisation. 

L’artére utérine: le plus souvent nor- 
male peut étre sclérosée, avec envahisse- 
ment fibreux et méme dépéts calcaires. 


Les vaisseaux du mésosalpinx sont tan- 
t6t normaux, tantdt béants, vides ou 
thrombosés. 

Au niveau du myométre: a cdté de la 
fibrose banale en relation avec |’age de cer- 
taines malades, on peut constater soit 
l’existence de plages d’oedéme, soit une 
infiltration discréte par des éléments leu- 
cocytaires, sans signes de suppuration, 
mais surtout des dilatations et thromboses 
vasculaires. 

Au niveau de Vendométre: outre des 
lésions d’hypo ou d’hyperplasie, on peut 
trouver une augmentation du nombre, une 
dilatation, une béance des vaisseaux san- 
guins et lymphatiques, une altération des 
parois vasculaires et des foyers de throm- 
bose. Ces foyers de thrombose n’existent 
jamais en dehors des cas de grande sup- 
puration post-abortum. IIs ont, en quelque 
sorte, un caractére pathognomonique. Mais 
ils risquent de passer inapercus quand on 
n’a pas !’attention attirée sur ces faits. 


Les thromboses sont parfois récentes, 
pures; souvent leur ancienneté est mani- 
feste, comme en témoignent les différents 
stades de leur organisation : envahissement 
par des cellules endothéliales—accumula- 
tion de pigment hématique et tendance 
fibroide organisante—stratification et 
méme parfois, capillarisation. 
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Physiologie Pathologique. — C’est une 
question que nous avons envisagée dans un 
travail que nous avons publié par ailleurs. 
Nous avons considéré les altérations des 
vaisseaux, les altérations sanguines, les 
altérations concomitantes du contenu et du 
contenant, la possibilité de troubles endo- 
criniens. I] ne semble pas qu’aucune des 
hypothéses envisagées puisse nous donner 
satisfaction. 


Traitement.—De nos observations pré- 
cédentes et de leur critique, il résulte que, 
dans tous les cas, ot le diagnostic est posé, 
il faut avoir recours au traitement médi- 
cal. 


1. Avant la ménopause: Devant le moin- 
dre soupcon, tout devra étre mis en oeuvre 
pour confirmer le diagnostic. Si cela est 
fait, on aura ainsi la satisfaction d’éviter 


. ’hystérectomie et d’obtenir la guérison par 


le seul traitement médical anticoagulant, 
sauf si les métrorragies obligent a |’acte 
opératoire. 

2. Aprés la ménopause: Si le diagnostic 
est évident et que toute lésion néoplasique 
est exclue, on se contentera du traitement 
médical. 

Ce traitement est d’intensité variable 
suivant les manifestations associées et sera 
surveillé par les tests biologiques habituels 
en ce cas (vitesse de sédimentation—taux 
de prothrombine—test 4 l’héparine). 

Nous n’insisterons pas sur le traitement 
désormais classique de la phlegmatia con- 
firmée au cours de laquelle le métrorragie 
n’est qu’un épiphénoméne. Par contre, 
dans les formes que nous avons appelées 
médicales, formes métrorragiques pures, 
sans autre manifestation clinique, le traite- 
ment prolongé a petites doses nous parait 
présenter un intérét considérable: 1/2 
comprimé de Tromexane tous les deux 
jours ou 50 mg d’héparine trois fois par 
semaine pendant un a deux mois. Ce 
traitement permet le retour d’un cycle 
menstruel normal. 

En cas de doute, l’hystérectomie restera 
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encore la solution de prudence. 

8. Dans les suites opératoires et dans 
tous les cas il faudra mettre en oeuvre trés 
précocement dés la 48 éme heure, un 
traitement par l’Héparine, seul moyen de 
prévenir de fagon efficace: 

—une embolie précoce. 

—des phlébites des membres inférieurs 
et ce, méme en I’absence de manifestations 
évidentes 4 leur niveau. 

4. Enfin, dans les cas suivants: 

—fibréme présentant des thromboses, 

—polype en voie de nécrobiose avec 
thrombose, 

—thromboses sans causes déterminées, 
mais avec envahissement des pédicules 
utéro-ovariens, il faut envisager sérieuse- 
ment pour éviter les embolies par exten- 
sion secondaire du processus de thrombose 
& la voie hypogastrique, une ligature de la 
veine cave. 

L’opération, prénée surtout par Leger, 
nous a donné dans des cas semblables, des 
résultats intéressants (Bret). 


CONCLUSIONS 


L’existence de thromboses latentes et 
spontanées dans les territoires veineux 
jambiers et mésentériques avait été soup- 
connée ou mise en évidence par de nom- 
breux auteurs, depuis plusieurs années. 

Cette possibilité, dans le domaine pelvien 
et plus particuliérement utérin, n’a été 
envisagée jusqu’a présent que dans le cadre 
restreint du fibro-myome en voie de né- 
crose et de sphacéle, 

1. Nous avons voulu montrer au con- 
traire que des thromboses latentes et 
spontanées des vaisseaux utéro-ovariens, 
peuvent apparaitre a tous lesages de la vie. 
Elles peuvent survenir chez des femmes 
en période d’activité génitale, mais surtout 
en période pré-ménopausique ou en pleine 
ménopause. Nous rappelons egalement que 
ces phénoménes peuvent se rencontrer 
dans le post-partum, dans le post-abortum 
et fairepartie de la symptématologie des 
polypes fibreux ou desfibrémes saignants. 
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2. La traduction clinique de ces throm- 
boses est constituée, dans tous les cas, par 
des métrorragies d’allure variable en ce 
qui concerne leur abondance et leur fré- 
quence; leur caractére commun et pathog- 
nomonique est d’étre rebelle aux thérapeu- 
tiques symptodmatiques ou hormonales, 
mais de céder au traitement anti-coagulant 
quand celui-ci peut étre appliqué. 

8. En l’absence de ce traitement, |’évo- 
lution se fait souvent par |’extension du 
processus thrombo-embolique. Embolie 
pulmonaire—phlébite des membres infé- 
rieurs. 

4. Soupconné sur le caractére clinique 
et évolutif de ces métrorragies, survenant 
chez des femmes présentant souvent des 
antécédents variqueux ou phlébitiques, le 
diagnostic peut étre confirmé par l’examen 
biopsique de l’endométre. I] permet en 
effet, de retrouver des lésions de throm- 
boses, localisées ou diffuses, parfois ré- 
centes, plus souvent anciennes et déja 
organisées. La phlébographie par voie 
utérine selon Guilhem & Baux parait étre 
dans ces cas, une exploration trés utile. 

5. Un diagnostic précoce, étant ainsi 
réalisable, on~évitera 4 ces malades le re- 
cours, jusqu’A maintenant habituel, a 
lhystérectomie, au profit d’un traitement 
médical anticoagulant toujours efficace. 

Dans les cas ot |’intervention est cepen- 
dant pratiquée (crainte d’une néoforma- 
tion chez une femme ménopausée ou 
métrorragie abondante) on sait désormais 
qu’un traitement anticoagulant post-opéra- 
toire, précoce et énergique, est indispen- 
sable pour prévenir l’apparition d’acci- 
dents emboliques et phlébitiques, ou du 
moins, pour en diminuer la gravité. 

6. La constatation de ces thromboses 
isolées des vaisseaux de Vappareil génital 
d’allure aigiie, subaigiie ou chronique, l’ab- 
sence fréquente d’extension aux membres 
inférieurs et de troubles biologiques dans 
les suites opératoires, sans qu’un traite- 
ment anticoagulant ait été institué, plaide 
en faveur: 
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—du début pelvien . 

—de la localisation pelvienne non exten- 
sive d’un certain-nombre de thromboses. 

7. Les thromboses fréquentes au mo- 
ment de la ménopause ne sont qu’un des 
phénoménes qui aboutissent a la régression 
et a la mise au repos d’un appareil génital 
désormais caduc: c’est un signe de vieillis- 
sement. 

SUMMARY 


The author presents a study of latent 
and spontaneous thromboses of the utero- 
ovarian vessels, which often occur in 
women of middle age. They sometimes 
occur in women during the period of sex- 
ual activity, but more frequently during 
the premenopausal period or in midmeno- 
pause. They may also appear post partum 
or post abortum, manifested by symptoms 
like those of fibrous polyp or bleeding fi- 
broma. 

The clinical interpretation of these 
thromboses is arrived at by means of the 
metrorrhagias, their abundance and their 
frequency. Their pathognomonic charac- 
teristic is resistance to symptomatic or 
hormonal therapy, but they may. yield to 
anticoagulant therapy when this is tried. 

In the absence of this treatment, the ex- 
tension of the thrombo-embolic process 
takes place (pulmonary embolism, phlebi- 
tis of the lower limbs). 

These metrorrhagias occur frequently 
in women with a history of varices or phle- 
bitis. The diagnosis can perhaps be con- 
firmed by biopsy of the endometrium, 
which permits recognition of thrombotic 
lesions, localized or diffuse, usually recent 
but sometimes old and organized. Phlebo- 
graphic study by the uterine approach, 
according to Guilhem and Baux, is a most 
useful procedure. An early diagnosis, 
therefore, is possible. 
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Editor’s Note: In the Journal issue of December 1955, two articles in the Section en Francaise, 
“Neuroplegie et Hibernation” by Prof. Dr. H. Laborit and “Grossesse et Cancer du Col aux Stades 
0 et 1” by Prof. Dr. P. Funck-Brentano, appeared without summaries. These have now been re- 

ceived for both articles and are presented below. 


RESUME (Prof. Laborit) Ni les métrorrhagies seules ni les résultats des 


L’auteur indique la distinction pathologique en- 
tre le syndrome clinique et réactionel de la neuro- 
plégie. 

La prophylaxie et son traitement consistent des 
interdictions nerveuses et hormonales au moyen 
des pharmacodynamiques. Une étude des expéri- 
ences sur des interdictions périphérales, centrales 
et cellulaires est presentée. L’information été 
fournie par les stimulations neuromusculaires in- 
terprétées selon la courbe de la stimulation quant 
a la duration et l’intensité. . 

La prophylaxie et le traitement du syndrome 
clinique consistent de l’hibernation. Plusieurs ex- 
périences fondamentales sont présentées et dis- 
cutées. 

L’auteur explique aussi l’usage potentiel de 
l’anesthésie et il présente une orientation sur la 
therapeutique post-opératoire. 

Quelques observations critiques concernant des 
méthodes sont aussi inclus. 


SUMMARY (Prof. Laborit) 


The author points out the pathologic distinction 
between the clinical and the reactional syndrome 
of neuroplegia. 

The prophylaxis and treatment of the latter 
consists of neural and hormonal inhibition by 
means of pharmacodynamics. A study of experi- 
ments on peripheral, central and cellular inhibi- 
tion is presented. Information was furnished by 
neuromuscular stimulation, interpreted from the 
curve of stimulation as to duration and intensity. 

The prophylaxis and treatment of the clinical 
syndrome consists of artificial hibernation. Sev- 
eral basic experiments in this field are presented 
and discussed, 

The author also comments on the potential use 
of anesthetics and presents an orientation for 
postoperative therapy. 

A number of criticisms of these methods is 
included. 


RESUME (Prof. Funck-Brentano) 


L’auteur “discute les problémes concernant le 
diagnostic et le traitement du cancer du col, aux 
stades 0 et 1, sur le col gravidique. Il donne un 
bréf résumé des publications en prouvant d’une 
maniére évidente l’influence infavorable de la 
grossesse, 

La symptomatologie ne différe guére de celles 
du cancer de la femme non gravide. 


examens vaginaux donnent des conclusions. Com- 
me assistance diagnostique l’auteur recommende 
V’éxamen au speculum, le teste de Schiller et 
l’étude colposcopique, suivits par la biopsie affirm- 
ant le diagnostic. 

Le traitement dépend sur l’age de la grossesse. 
Les méthodes proposées sont triples: 1. la chirur- 
gie, 2. les rayons X ourla radiothérapie et 3. une 
combination des deux. Pourtant les irradiations 
ne sont pas recommendées parce que trop sou- 
vent ils son suivits par des malformations et 
anomalies du foetus. 

En choisissant le traitement, le chirurgien ne 
doit pas considérer seulement les’ chances de 
guérison, mais aussi la condition de la patiente 
au point du risque chirurgique, particuliérement 
si elle a déja de nombreux enfants. Pour la ma- 
jorité des patientes entre le cinquiéme et le six- 
iéme mois de la grossesse ]’auteur recommende 
Vhystérectomie evacuatrice selon la méthode de 
Wertheim. 


SUMMARY (Prof. Funck-Brentano) 


The author discusses the difficulties in diag- 
nosis and treatment of cervical cancer, Grades 
0 and 1, in pregnant women. 

The symptoms differ little, if at all, from those 
of cervical cancer in nonpregnant women. Metror- 
rhagia alone is not conclusive, nor are the re- 
sults of digital vaginal examination. As diag- 
nostic aids the author recommends examination 
by speculum, Schiller’s test and colposcopic study, 
followed by biopsy for confirmation. 

Treatment depends upon the stage of the preg- 
nancy. Up to the fourth month the welfare of the 
mother is the sole consideration. From the fourth 
to the seventh month a policy of watchful waiting 
may be followed. After the seventh month a nor- 
mal birth, by cesarean section if necessary, is the 
paramount consideration. 

There are three possible therapeutic methods: 
(1) surgical intervention, (2) roentgen or radium 
therapy and (3) a combination of the two. Ir- 
radiation during pregnancy, however, is not rec- 
ommended, since it is too often followed by 
anomalies in the fetus. Also, the surgeon must 
bear in mind not only the chances of curing the 
cancer but the status of the patient as an opera- 
tive risk, especially if she has other children. 
For patients in the fifth or sixth month the 
author does an evacuating hysterectomy followed 
by Wertheim’s procedure. 
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ES cas sont assez rares mais ils existent 
cependant, ot, devant un volumineux 
prolapsus utérin chez une femme 

agée, fatiguée, usée, le chirurgien aban- 
donne tout acte chirurgical au profit du 
détestable et inhumain pessaire. 

J’ai eu quelquefois ce probléme a résou- 
dre et je n’avais pas trouvé de solution 
satisfaisante jusqu’au jour récent ou, ayant 
a réparer une malfacon dont j’étais |’au- 
teur, j’ai mis au point un procédé vieux 
comme le monde rajeuni par un chirurgien 
espagnol. 

Voici tout d’abord 
malade: 

Il s’agissait d’une femme de 70 ans présen- 
tant un volumineux prolapsus utérin. Je lui 
propose un Lefort qu’elle accepte immédiate- 
ment. L’intervention se déroule de la facon 
la plus banale quand au 6 éme jour éclate une 
prémiére embolie pulmonaire suivie de 5 
autres qui aménent mon opérée au seuil de la 
mort. Grace 4 la novocaine intra-veineuse 
d’une part, grace d’autre part 4 l’héparine et 
& la troméxane dont l’administration fut 
réguliérement contrélée par les tests biolo- 
giques habituels, je jugule les phénoménes 
d’hypercoagubilité mais j’enregistre un suin- 
tement hémorragique qui sans étre inquiétant 
n’en est pas moins abondant. Toujours est-il 
qu’au 14 éme jour, l’hématome a provoqué la 
désunion de mes sutures, mon Lefort a pres- 
que complétement laché et, a peu de chose 
prés, je me trouve devant une situation iden- 
tique a celle qui avait incité cette brave femme 
me consulter. 

L’heureuse époque des grandes vacances 
écoulée je me trouve devant la triste réalité, 
c’est-a-dire devant un Lefort manqué. 

Pour mon interlocutrice il n’est plus ques- 
tion ni d’opération importante, ni d’une 
hospitalisation et encore moins d’anesthésie 
générale. Je décide donc sous anesthésie lo- 
cale de pratiquer une épisiorraphie dont la 
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cicatrice devra assurer la contention du pro- 
lapsus. 

Voici la technique détaillée que j’ai 
suivie pour réaliser cette épisiorraphie. 
Les dessins d’A. Marait en facilitent la 
compréhension. 

Soins pré-opératoires. — Injection vagi- 
nale antiseptique banale. Aucune théra- 
peutique constipante. Une ampoule de 
nargénol trois quarts d’heure avant |’in- 
tervention. 

L’intervention elle-méme. — Malade en 


. position gynécologique. Infiltration locale 


de 40 ce de xylocaine a Ip. 200 au niveau 
des deux grandes lévres et des deux colpo- 
céles. 

De la point du bistouri on dessine sur le 
sommet de chaque colpocéle (Fig. 1A) un 
large quadrilatére que |’on avive immédia- 
tement en réséquant avec soin la mince 
épaisseur de muqueuse correspondante. 
Hémostase a l’aide de compresses imprég- 
nées de sérum chaud. 

Franche incision au bistouri des grandes 
lévres droite puis gauche en commencant 
en haut légérement au-dessous du niveau 
d orifice uréthral, finissant en bas sur la 
ligne médiane prés de la fosse naviculaire. 

Résection aux ciseaux (Fig. 2) sur toute 
sa hauteur de la bandelette interne mu- 
queuse de la grande lévre précedemment 
incisée de facon 4 augmenter la surface 
d’avivement et de facon a rendre cet avive- 
ment continu avec les deux quadrilatéres 
avivés des deux colpocéles. 

Suture a points séparés de catgut chromé 
o monté sur aiguille courbe Sertix: 

1. du bord inférieur du quadrilatére 
supérieur au bord supérieur du quadrila- 
tére inférieur, 

2. puis des bords externes des deux 
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quadrilatéres aux bords internes des deux 
grandes lévres. 

Ainsi se trouve réalisée une seule et 
longue surface cruentée uniforme. 

Reste a suturer |’ensemble de facgon glo- 
bale (Fig. 3) par 2 forts crins passés en 
U, serrés sur bourdonnets de fagon a op- 
poser des surfaces et non des bords. Ces 
deux crins seront avantageusement fau- 
filés au niveau des deux quadrilatéres. 
Quelques points superficiels aux crins fins 
achévent |’affrontement. 

Soins post-opératoires.—Il n’y en a pas 
hormis le renouvellement d’un pansement 
aseptique protecteur. 

Pas de sonde vésicale. 

L’opérée est levée le soir méme et va a 
la selle dés le lendemain en l’aidant d’un 
laxatif ou d’un suppositoire glycériné. 

Les fils superficiels sont coupés le 6 éme 
jour, les bourdonnets le 12 éme jour. 

Telle est donc la technique que j’ai sui- 
vie. Mon opérée a quitté la clinique le 5 
éme jour, n’a cessé de marcher et de vaquer 
a ses occupations familiales. Le résultat 
aussi bien anatomique que fonctionnel est 
excellent, 
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Une deuxiéme malade, Madame R, m’a 
fourni |’occasion de réaliser une nouvelle 
épisiorraphie. 

Cette femme de 69 ans, grande insuffi- 
sante cardiaque, a subi il y a 19 ans une 
hystérectomie vaginale et quelques années 
plus tard une périnéorraphie postérieure. 
Elle est affligée d’un volumineux prolapsus 
qu’elle essaie de maintenir par un pessaire. 
Cet appareil est a l’origine d’une vaste 
ulcération qui, de prime abord, me semble 
assez suspecte pour me commander une 
biopsie. La réponse de |’anatomo-patholo- 
giste étant tout-a-fait rassurante, je pro- 
pose a cette femme passablement fatiguée, 
une épisiorraphie suivant la technique 
précédemment décrite, aprés avoir, au 
préalable, électrocoagulé l’ulcération vagi- 
nale. 

J’ai revu cette opérée au 3 éme mois. 
Elle est tout-a-fait soulagée. Anatomique- 
ment la contention recherchée est excel- 
lente, toutefois j’ai ey tort de prolonger 
trop haut la fermeture, ce qui complique 
quelque peu la miction en brisant le jet 
urinaire. 

L’épisiorraphie ou suture des grandes 


Fig. 1, limites des surfaces 4 aviver. En réalitie la limite inferieure du quadrilatere inferieur doit 

atteindre en fossette naviculaire. Fig. 2, apres avivement des deux colpoceles et incisions des grandes 

levres, le ciseaux devoulent 4 gauche une borde muqueuse qui augmentent encore la surface di’avive- 
ment. Fig. 3, la differents points de suture. 
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lévres n’est pas un procédé nouveau. Je 
l’ai trouvé cité par Micheaux dans le vieux 
Traité de Chirurgie de Duplay et Reclus. 
Siredey en dit un mot dans son Traité de 
Gynécologie pour le déconseiller. Conill de 
Barcelone lui consacre en 1953 un article 
dans le Maroc médical et rapporte cent cas 
tous couronnés de succés. 

Je crois donc que l’épisiorraphie 4 sa 
place dans notre arsenal chirurgical. 
Comme je le disais au début de cette com- 
munication nous livrons parfois définitive- 
ment a |’odieux pessaire certains volumi- 
neux prolapsus séniles incapables d’étre 
contenus bien souvent d’ailleurs, 

Labry avait, pour de telles lésions, ima- 
giné un cerclage vulvaire aprés réduction 
du prolapsus. Les résultats 4 distance ont 
été reconnus peu satisfaisants (Société de 
Chirurgie de Lyon, séance du 21-2-52). A 
peu de frais l’épisiorraphie peut guérir 
ces malades. 

D’autre part, mon observation en est la 
preuve, un Lefort peut lacher. Polosson 
(Société de Chirurgie de Lyon, séance du 
4-2-1954) avone dans sa statistique de 
cloisonnement vaginal 7,12% de. lachages 
de sutures et il ajoute: “Ces lachages ont 
dai étre soit repris chirurgicalement et 
guéris, soit confiés 4 un pessaire.” Voila 
donc une deuxiéme indication de |’épisior- 
raphie. 

Enfin nous avons eu tous a résoudre le 
délicat probléme des prolapsus aprés 
hystérectomie totale. L’excellent et é'égant 
procédé de Diamant-Berger comporte une 
coeliotomie. N’est-ce pas la un geste trop 
important a imposer 4 une vielle femme? 

En conclusion je dirai que |’épisiorraphie 
réalise une méthode ambulatoire a con- 
seiller dans le traitement de certains pro- 
lapsus séniles auxquels on est tenté de re- 
fuser toute solution chirurgicale. 


RESUME 


L’auteur décrit un procédé qui permet 
le traitement ambulatoire de certains pro- 
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lapsus séniles jadis voués au port du pes- 
saire. 

Aprés avivement des colpocéles et larges 
incisions des grandes lévres, il délimite 
une surface continue d’avivement qu’il 
suture un bourdonnet. II] obtient ainsi un 
mur résistant allant de l’orifice uréthral a 
lo fosse naviculaire. 

Réalisable 4 l’anesthésie locale, ce pro- 
cédé permet le lever immédiat sans pose 
de sonde vésicale, sans préparation intes- 
tinale. 

L’auteur l’a réalisé 2 fois avec succés. 
De toute fagon il doit étre réservé aux 
femmes agées usées, incapables de sup- 
porter un acte chirurgical important, 


SUMMARY 


The author describes a procedure which 


permits ambulatory treatment of certain 
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senile prolapses which formerly were 
treated by introduction of a pessary into 
the vagina. 

After removing the morbid parts of the 
colpoceles and making large incisions in 
the labia majora, he proceeds to delimit a 
surface. He thus obtains a resistant wall 
running from the urethral orifice to the 
navicular fossa. 

With the use of local anesthesia this 
procedure is very useful, since it does not 
require intestinal preparation. 

The author adds that he has used the 
aforedescribed procedure twice, with great 
success. It should, nevertheless, be re- 
served for elderly women, or women un- 
able to tolerate major operations. 
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Editorial 


Infertility Among the Ancients © 


ROM ancient times the reproach of 
F barrenness has been visited upon the 

wife, and the cause has been assumed 
to be some abnormality of her reproduc- 
tive organs. The problem of sterility is 
assigned by tradition to the gynecologist. 
Notable progress has been made in this 
field during the past twenty-five years. It 
has also been shown, however, that hus- 
bands carry a considerable share of re- 
sponsibility, and that depressed constitu- 
tional states are causative factors—factors 
almost as important as local genital dis- 
orders. 

The complete investigation and treat- 
ment of sterility involves work in urology, 
endocrinology, and internal medicine. 

Before attempting to discuss ancient 
concepts of sterility, it is well to determine 
first what one means by the word itself. 
Sterility is best defined as inability to 
initiate the reproductive process. This 
applies to a person of either sex or to a 
mating. It covers unfruitfulness due to 
social circumstances as well as sterility 
due to physical incapacity. 

Infertility is the all-inclusive term cov- 
ering all grades of sterility. 

Among primitive peoples, the source of 
impregnation has always been associated 
with godhead.! The Enahlayi, a tribe of 
East Australia, believed that girls are 
fashioned~by the moon, boys by the wood 
lizard. The Pennefather Blacks in Queens- 
land thought that a being called Anjea, 
who was originally made by Thunder, 
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forms babies out of swamp mud and in- 
serts them into the vacant womb of 
women. Still another tribe concluded that 
some god-power makes baby spirits and 
hangs them on certain trees, whence they 
more or less promiscuously entered the - 
bodies of passing women to become incar- 
nate. 

The folklore concerning cures for steril- 
ity is voluminous. One of the common aids 
in supernatural impregnation is the eating 
of blossoms, fruit or herbs.2, Mineral sub- 
stances are thought by some to have thera- 
peutic value in infertility, especially the 
filings of a wedding ring, which are swal- 
lowed, as are the powdered scrapings from 
saints’ statues;* orgonatherapy is also 
popular among folk remedies for sterility. 
The genital organs of rabbits and foxes 
are dried, rubbed into a powder and taken 
in mare’s milk by Italian peasants. Pellets 
of dried human placenta are eaten by some. 

The earliest medical documents in exist- 
ence are seven famous Egyptian papyri.* 
The two with greatest gynecologic interest 
are the Kahum and the Ebers. The Kahum 
papyrus was in a fragmentary state and 
pieced together; it contains directions for 
the treatment of various vaginal and uter- 
ine disorders; in addition, there is some 
discussion of pregnancy and sex deter- 
mination. 

The Ebers papyrus,' named for the Ger- 
man scholar who acquired and translated 
it, was discovered in a tomb at Thebes. 


1. Bryan, C. P.; The Papyrus Ebers. New York: Apple- 


ton, 1931. 

2. Guttmaocher, A. F.: Life in the Making. New York: 
Vaking, 1983. Hartland, E. S.: Primitive Paternity. Lon- 
don: David Nutt, 1909. 

3. — W. R.: Magician and Leech. London: Meth- 
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The huge roll, twelve feet wide and sixty- 

eight feet long, was found perfectly pre- 
served cradled between the legs of a 
mummy, probably an ancient colleague of 
the medical profession. Faultlessly written 
in black ink, with red capitals introducing 
each paragraph, it had lain there for more 
than three thousand years. The scroll con- 
sisted mainly of eight hundred and eleven 
separate prescriptions for salves, plasters, 
poultices, gargles, pills, pessaries and sup- 
positories. A few sections deal with diag- 
nosis and symptoms. The concluding 
portion is surgical. The gynecologic por- 
tion includes remedies for faulty lactation, 
diseases of the breast and the diseases of 
the genitals, as well as aids to produce 
abortion and hasten tardy labor. 

The papyri state that to regulate men- 
struation the patient was douched with a 
mixture of garlic and wine. If this failed, 
a combination of fennel, honey and sweet 
beer was similarly used. To protect a vir- 
gin from leukorrhea, it was necessary to 
anoint her breast, body and limbs with a 
lotion prepared by crushing the dried liver 
of a swallow in sour milk. For the cure of 
uterine prolapse the sufferer had to grind 
mold scraped from the wood of a ship into 
the yeast of fermented beer, and drink of 
it. The papyri do not reveal theories of 
reproduction. Three tests are detailed, 
however, to differentiate the sterile from 
the fertile woman. 

First test: “Watermelon pounded and 
bottled with the milk of a woman who has 
borne a male child, make it into a dose to 
be swallowed by the woman. If the woman 
vomits she will bear; if she belches, she 
will never bear.” 

Second test: “Fumigate intravaginally 
with hippopotamus dung. If she urinates, 
or defecates, or passes flatus at the same 
moment she will bear; but if not, she will 
not bear.” 

Third test: The woman shall “water 
wheat and rye with her urine from two 
bags. If both grow she will bear; if the 
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wheat grows taller it will be a boy; if the 
rye grows, it will be a girl. If neither 
grows she is barren.” 

The main difference between the Egyp- 
tian and the English versions of the study 
of sterility is that the ancient experiments 
tested solely the woman’s fertility, while 
the modern variation tests both female 
and male. Perhaps one can postulate that 
the Egyptians four thousand years ago 
took it for granted that man was fertile. 
We know with certainty that, until re- 
cently, failure to conceive was ordinarily 
charged only to the woman. 

In order to glean some knowledge of 
medicine, and especially infertility among 
the early Hebrews, we must turn to the 
Old Testament. 


“Be fruitful and multiply, and replenish 


‘the earth,” is the first commandment in the 


Bible. Childlessness was regarded as the 
worst possible calamity. 

The Talmudists® thought sterility and 
fertility depended upon the will of God. 
In the Midrash, Debarim Rabbah, a dic- 
tum of Rabbi Johatham is introduced: 
“There are three keys in the hand of God, 
which none of His creatures can dispose 
of, neither an angel nor a seraph. These 
are the keys of mortality, the key of the 
sterile, and the key of rains.” In the Tal- 
mud, too, physical signs are being men- 
tioned by which one can recognize a sterile 
woman; for example, one may assume a 
woman to be sterile “if she has reached 
the age of 20 and has no hair around the 
genitals, and has a male voice.” 

In Genesis, Sarah, explaining to Abra- 
ham her inability to give him an heir, 
says: “The Lord hath restrained me from 
bearing.” Her suggestion of the immedi- 
ate therapy was perhaps as pleasing to the 
patriarch as it was effective; namely, the 
substitution of the handmaid for the wife. 


4. Old Testament, Genesis 1 


5. Preuss, J.: Biblisch- Talmadiache medizin; Beitrage zur 
chte der Heilkunde under Kultur uberhaupt. Berlin: 
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Ishmael was born to Hagar the handmaid. 
Later we are told that, after thirteen more 
years of marital sterility, when Abraham 
was 99 and Sarah was 89, God told the 
elderly couple they would have their own 
child. Sarah laughed incredulously, and 
God countered with these words “Is any- 
thing too hard for the Lord?” Sarah was 
probably the most elderly primipara in 
history, for she was 90 when Isaac was 
born. To be sure, no one knows how short 
a year was in the age of the Patriarchs; it 
must have been decidedly briefer than the 
present Georgian calendar, since Sarah 
died at the age of 127 and Abraham at the 
age of 175. 

The details of Rachel’s reproductive 
history are also dealt with in Genesis. 
Jacob had been tricked into marrying 
Leah by Laban, his father-in-law. Rachel 
was the one Jacob chose. He finally mar- 
ried both and loved Rachel more than 
Leah. When the Lord saw this he made 
Leah fruitful and Rachel barren; Leah 
conceived, and was envied by Rachel, her 
sister. Rachel said unto Jacob, “Give me 
children, or I die.”” And Jacob’s anger was 
kindled against Rachel, and he said, “Am 
I in God’s stead, who hath withheld from 
thee the fruit of the womb?” 

Jacob had no sterility problem himself, 
except perhaps in reverse, for he had made 
grand multiparas out of three wives si- 
multaneously. Happiness comes to Rachel; 
she conceives, and bears Joseph. Rachel’s 
life comes to a sad end with the birth of 
her second child, Benjamin. “And Rachel 
travailed and she had hard labour, and 
Rachel died.” 

From the sterility records of Sarah and 
Rachel we learn that women conceive at 
God’s pleasure and that the cause of ster- 
ility is a “closed womb,” for when God 
opens it, conception occurs. 

In the Bible too one finds mention of the 
fact that the male may be the cause of a 
barren union.® “There shall not be a bar- 
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ren male or female among thee or thy cat- 
tle.’ Further elaboration is not made. 


The Scriptures convey no clear-cut idea 
of embryology. In the Psalms’ one reads 
“My frame was not hidden from thee, 
when I was made in secrecy, thine eyes did 
see my unformed substance, and in thy 
book all my members were written which 
in continuance were fashioned; when as 
yet there was none of them.” 

In Job® one finds: “Has thou not poured 
me out as milk and curdled me like cheese? 
Thou hast clothed me with skin and flesh 
and knit me together with bones and sin- 
ews.” The original Hebrew is particularly 
vivid and powerful. The allusions are to 
the formation of the embryo in the uterus; 
clothed me with skin etc., elaborates the 
mysterious processes of human formation. 
God moulded the embryo which grew into 
the child. 

In Chronicles® the same wonder is ex- 
pressed: “As thou knowest not how the 
bones do grow in the womb of her that is 
with child,” shows us that the mystery of 
embryology is not well understood. 


Numerous-workers in the field of infer- 
tility have added considerably to the pres- 
ent-day conception. Of these subjects 
Leake’ stated that when women deviate 
from the simple law of nature in their 
manner of living, the vital powers of the 
body will be impaired. The poor woman 
who works hard and regularly eats plain, 
simple food is rarely troubled with the 
maladies of the rich and indolent women. 

Turning to Greek medicine, one notes 
that, in the field of gynecology, Hippocra- 
tes" did not lose sight of the functional 


6. Old Testament, Deuteronomy 7:14. 
7. Old Testament, Psalm 139:15-16. 
8. Old Testament, Job 10:10. 

9. Old Testament, Chronicles 11. 

10. Leake, J.: Medical Instructions Toward the Preven- 
tion and Cure of Chronic Diseases Peculiar to Women. Lon- 
don: R. Baldwin and H. Payne, 1781, vol. 1, p. 149. 

11. Littre, E.: Oeuvres completes D’Hippocrates. Paris: 
J. B. Balliere, 1853, vol. 8. Labandi, B.: Concepts of Hip- 
pocrates on the Fecundity and Sterility of Women, Revista 
de cir. de Buenos Aires, 1940. Ellinger, T. U. H.: Hippoc- 
—_ on Intercourse and Pregnancy. New York: Schuman, 
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unity of the entire human being. He indi- 
cates the following treatment of sterility; 
the woman is sitting, and head and body 
are covered; a vessel with urine in which 
two or three pieces of red hot iron are 
submerged, is placed between her feet; 
the urine must be old and in a quantity of 
about ten pounds. Fumigation is continued 
until about thirty pieces of iron have been 
thrown into the urine. After the fumiga- 
tion the head is rubbed with the urine, 
which is again heated in a brazier. The 
head is then lavaged with water. This op- 
eration is continued for seven days. The 
famous Greek physician was convinced 
that a woman cannot conceive if the orifice 
of the uterus is dry, or painful, or wrongly 
disposed, or turned to one side, or curved 
towards the anus, or folded on itself; if 
its swollen borders ride one on the other; 
or if there is a callosity that impedes 
emergence of the menstrual blood; or if 
the latter is scantier than desired and ap- 
pears only from time to time. In these 
cases general fumigations must be made 
of the entire body, and a laxative must be 
given to cleanse the organism. After suffi- 
cient cleansing of the body, fumigations 
of the uterus are resorted to, with the use 
of laurel and cypress leaves cut in pieces. 
Warm lotions are applied frequently after 
the fumigations. The orifice of the uterus 
is dilated with tin probes, starting with 
small ones and straightening the orifice 
with increasingly larger ones. The probes 
should be moistened with some emollient 
fluid before use. They must be hollow at 
the posterior end, so that they can be ad- 
justed into wooden handles of appropriate 
length. During this time the woman should 
drink sweet white wine of optimal odor, 
in which resin cut in short pieces, parsley, 
Ethiopian cumin seed and incense of the 
best quality have been boiled. This is 
taken in the morning in a fasting condi- 
tion. Octopus cooked in sweet wine is also 
eaten. A cabbage broth is taken and the 
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cabbage is eaten, white wine being drunk 
with it. No other food is taken at that 
time. Subsequently, if something resem- 
bling menstrual discharge emerges from 
the uterine orifice, drinking of the afore- 
mentioned wine is continued for one or 
two days; the use of the probe is omit- 
ted, and drug fumigations are used in 
order to provide bending of the uterus. 
An analysis of the foregoing shows that 
Hippocrates'! was well acquainted with 
many uterine causes of sterility. His 
knowledge of the morphologic and topo- 
graphic variations of the cervix suggests 
the availability of an adequate gynecologic 
instrument at the time, in the form of a 
speculum or perhaps a vaginal valve. The 
cervical dilation described by Hippocra- 
tes!! does not differ too much from the 


- method in modern use. 


A careful description is given of a nor- 
mal uterus from which the menstrual flow 
is lacking or occurs only in small amounts 
and at long intervals. Then, says Hippoc- 
rates, it is necessary to determine with 
what disease the uterus is affected, or 
whether the general condition of the 
woman is responsible for her failure to 
conceive. Treatment should be started 
with the most active remedies if circum- 
stances require, and terminate with the 
most gentle ones until the uterus appears 
sufficiently purged. If menstruation does 
not appear after a reasonable period of 
treatment with drinks and remedies, the 
opening is softened and opened, so that 
vapors of fumigants and emollients can 
enter it. When these methods produce a 
good effect, remedies for purgation of the 
uterus are added, starting with those 
which have resolvent action and passing 
to the strongest ones, with later return to 
those of resolvent effect, or the aromatics, 
as the majority of the emollient remedies 
corrode or irritate the orifice. When the 
uterus is dry and in good position, coitus 
is carried out. The use of emollient fumi- 
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gations as advised in this paragraph is 
considered absolutely ineffective at pres- 
The pathologic aspects of the cervix and 
uterus are carefully described. If the cer- 
vix is ulcerated and phlyctensiform, anise 
and goose fat are dissolved in rose oil; a 
piece of ox meat is cut, thicker than a 
thumb and of considerable length, rubbed 
with the above preparation and introduced 
towards the ulcerated cervix at its thin 
end, with a thread attached to it. 


If the uterus is hard and the woman 
does not conceive, pleasant wine is mixed 
with water, fennel root and rose perfume; 
the mixture is made in a new jar, the wine 
is removed, the cover of the jar is pierced, 
a cane is put in and fomentation is done. 
The cane, together with the cover of the 
jar, is removed in order to avoid burns. 
After the fumigation a squill pessary is 
applied until the woman states that the 
orifice is soft and wide. 

Hippocrates"! stated that a large amount 
of sperm is needed for fecundation; this 
conception is entirely inadmissible at pres- 
ent, as it is known that a single spermato- 
zoon is sufficient to produce fecundation of 
the ovum. Hippocrates’ theory was that, 
if the sperm escapes, the pathologic condi- 
tion is located in the uterine orifice. If the 
orifice is closed, it must be opened by 
means of lead dilators and sounds; emol- 
lient fumigations are applied, and the 
uterus is purged with pessaries that di- 
minish the size of the organ and make it 
assume a proper position. Subsequently, 
fomentations suitable for the disease are 
used. If the uterus is deviated and im- 
pedes entrance of the male sperm, chro- 
matic fumigations are used, and subse- 
quently the uterus is displaced gently with 
the finger away from the os ischium. Once 
softened, the uterus is maintained in a 
good position by means of lead dilators 
and sounds. 


The conception that a possible cause of 
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sterility is remoteness of the cervix from 
the seminal reservoir in the posterior for- 
nix is still valid; and the terms of “right 
lateroversion” and “left lateroversion” are 
used, and digital or manual reduction is 
still used, though in maintenance of the 
organ’s position the lead sounds have been 
replaced by different types of pessaries. 
Testing blood was important. The men- 
strual blood of a sterile woman should be 
examined in order to determine whether it 
is biliary or pituitous; for this purpose the 
blood is mixed with sand and left to dry 
in the sun. If the blood is bilious the mix- 
ture will assume a yellow color, and if it is 
pituitous, flakes will be observed. This 
supplements a statement elsewhere, that if 
the body of a woman is in poor condition 
the menstrual blood is bilious, very dark, 
at times black and brilliant; emerges in 
small amounts, and coagulates promptly. 
In this condition the seed of the woman is 
enervated or alters that of the male, and 
conception will not take place. Hippocra- 
tes! is known to be the creator of the 
humoral doctrine, and he assumes the ex- 
istence of the four humors, namely, blood, 
mucous, bile “and black bile. The term 
“pituitous menstrual flow” signifies that 
the menstrual blood is mixed with a large 
amount of mucus. Generally the term 
“pituitous” is considered synonymous with 
“mucous.” The mucous secretion of the 
uterine cervix originates from the muci- 
parous glands of the endocervix. This 
physiologic secretion forms the so-called 
mucus cervical plug, and constitutes a 
true barrier against ascending septic in- 
fection; it may increase to a variable ex- 
tent, owing to various causes, and give rise 
to leukorrhea. This mixture of menstrual 
blood and leukorrhea is termed pituitous 
menstrual flow. Hippocrates! interprets 
leukorrhea differently from the present 
conception, stating that when the female 
seed drains constantly the woman has no 
desire for cohabitation, will not conceive 
and suffers from lumbar and sciatic pain, 
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together with weakness, lassitude and dis- 
placement of the uterus. His “continuous 
flow of female seed” undoubtedly refers to 
leukorrhea. 

The following advice is given to women 
desiring to conceive: “Take seven berries 
of ivy, in old wine, every month until the 
end of menstruation, and apply a pessary 
of pomegranate cortex boiled in wine, or of 
alum powder incorporated in wool during 
the day until sunset, when the pessary is 
removed and a lavage with perfumed wine 
is performed.” This is done until the end 
of the menstruation; this is undoubtedly 
the time when conception takes place most 
easily, the uterine orifice being wider open. 
This conception does not agree with the 
modern one that fecundation is most likely 
to occur between the fourteenth and the 
twenty-second day of the menstrual cycle. 

Hippocrates!! speaks of a female seed 
twenty-one centuries before the discovery 
of Graaf’s ovarian follicle, and was there- 
fore on the right track, despite the prevail- 
ing ignorance of the intimate process of 
fecundation. He believed that if a woman 
cannot retain the male sperm and if the 
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latter is expelled, impregnation will not 
take place. This is contrary to the present 
knowledge that one spermatozoon is suffi- 
cient to produce fertilization. Hippocrates" 
shows considerable knowledge of uterine 
causes of sterility ; he assigns considerable 
importance to uterine displacements, and 
cervical stenosis as a cause of sterility was 
well known to him. Except for asepsis his 
treatment is still applicable. Leukorrhea 
was known to him as cause of sterility and 
is still recognized as such, in that the alka- 
line secretions of the muciparous glands of 
the cervix diminish the acidity of the vag- 
inal medium and, to a variable extent, the 
vitality of the spermatozoa. Many etio- 
logic and therapeutic conceptions of Hip- 
pocrates'! have been completely discarded, 
but, in view of the fact that scientific truth 


. is amenable to development and perfection, 


one should consider the value that will 
probably be set on today’s knowledge 
twenty-one centuries hence! 


ABRAHAM BERNSTEIN, M.D., F.I.C.S. 
and HENRY C. BERNSTEIN, M.D., A.I.C.S. 
San Francisco, California 


Fortunately for us, we only know the plague by report, much less are we 
acquainted with the traditional notions relative to its origin, and the spectral 
visitations with which our remote ancestors are said to have been warned of an ap- 
proaching plague or pestilence. The vampires and goblins connected with pestilential 
diseases have long been out of fashion; nevertheless, examples might be adduced to 
show that, previously to the attack of the plague, or other epidemical diseases, a 
temporary delirium has affected the population, sufficiently to account for the con- 


juring up of these spectral delusions. 


—William Wadd, circa 1827 
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New Books 


Books Received.—T he following books 
have been reeeived by the Editor; they 
will be reviewed critically as space and 
facilities permit. Omission of more ex- 
tended review, however, is not to be 
taken as criticism of the merit of the 
book. 


Man in a Cold Environment: Physiological 
and Pathological Effects of Exposure to Low 
Temperatures. (Monograph No. 2 of Physio- 
logical Society series.) By Alan C. Barton 
and Otto G. Edholm. London: Edward Arnold, 
1955; Baltimore: The Williams and Wilkins 
Company, 1955. Pp. 2738. Reviewed in this 
issue. 


Nursing Practice and the Law. By Milton 
J. Lesnick and Bernice E. Anderson. Phila- 
delphia: The J. B. Lippincott Company, 1955. 
Reviewed in this issue. 


Joint Ligament Relaxation Treated by 
Fibro-Osseous Proliferation. By George 
Stuart Hackett. Springfield, Ill.: Charles C 
Thomas, Publisher, 1955. Pp. 97, with 17 
illustrations. Reviewed in this issue. 


The Blood-Brain Barrier, with Especial 
Regard to the Use of Radioactive Isotopes. 
By Louis Bakey. Springfield, Ill.: Charles C 
Thomas, Publisher, 1956. Pp. 154, with 32 
illustrations. Reviewed in this issue. 


Current Therapy, 1956. Edited by Howard 
F. Conn. Philadelphia: The W. B. Saunders 
Company, 1956. Pp. 682. 


The Doctor’s Legacy. Edited by Laurence 
Farmer. New York: Harper & Brothers, Pub- 
lishers, 1955. Pp. 267. 


Pathology. By Peter E. Herbut. Philadel- 
phia: Lea & Febiger, 1955. Pp. 1227, with 
1,378 illustrations in 661 plates, including 6 
in color. Reviewed in this issue. 


Sachs Essays. By Ernest Sachs. Hamden, 
Connecticut: The Shoe String Press, 1955. 
Pp. 118, with frontispiece (portrait of au- 
thor). 


Color Atlas of Pathology. U. S. Naval Med- 
ical School, Bethesda, Md. Pp. 450, with 1082 
illustrations. Reviewed in this issue. 


Antimicrobial Therapy in Medical Prac- 
tice. By Harrison F. Flippin and George M. 
Eisenberg. Philadelphia: F. A. Davis Com- 
pany, 1955. Pp. 284. Reviewed in this issue. 


Clinical Neurosurgery: Proceedings of the 
Congress of Neurological Surgeons, New 
York, 1954. Baltimore: Williams and Wil- 
kins Company, 1955. Pp. 173. Reviewed in this 
issue. 


Magic, Myth and Medicine. By D. T. At- 
kinson. Cleveland and New York: The World 
Publishing Company, 1956. Pp. 319. 


Surgery of the Sympathetic Nervous Sys- 
tem. By A. L. McGregor. Bristol: John 
Wright and Sons, Ltd., 1955. Pp. 192. Re- 
viewed in this issue. 


Disease of the Chest. By E. Corwin Hin- 
shaw. Philadelphia: The W. B. Saunders 
Company, 1956. Pp. 727, with 288 illustra- 
tions. 


Clinical Disorders of Hydration and Acid- 
Base Equilibrium. By Lewis G. Welt. Boston: 
Little, Brown & Company, 1955. Pp. 262, 
with 11 illustrations. 


Clinical Laboratory Diagnosis. By Samuel 
E. Levinson and Robert P. MacFate. Phila- 
delphia: Lea & Febiger, 1956. Pp. 1216, with 
244 illustrations and 13 plates, 11 in color. 
5th ed. 


The Cervical Syndrome. By Ruth Jackson. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1956. Pp. 130. 


Blood Volume Determinations in Surgical 
Practice. By Olla Wiklander. Acta Chirur- 
gica Scandinavisa Supplementum 208. Stock- 
holm: Acta Chirurgica, 1956. Pp. 136, with 
10 illustrations and 37 tables. 
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The Biologic Effects of Tobacco. Edited 
by Ernest L. Wynder. Boston and Toronto: 
Little, Brown & Company, 1955. Pp. 215. 

“The Biologic Effects of Tobacco” is a 
timely publication summarizing the present 
knowledge of tobacco. The editor has been 
successful in collecting most prominent col- 
laborators. The book is divided into numer- 
ous chapters, discussing chemistry, pharma- 
cology, cardiovascular system, neoplastic 
diseases, the gastrointestinal tract, allergy 
and “cause and effect.” The theoretical chap- 
ters are well written and easy to understand. 


Chapter 4, on neoplastic diseases, written 
by the editor, is rather debatable. It is, of 
course, a difficult task to discuss objectively 
so controversial a subject as the influence of 
tobacco upon cancer of the respiratory tract. 
In this reviewer’s opinion, too much empha- 


sis has been placed upon the literature prov- | 


ing a connection between tobacco and car- 
cinoma of the bronchus. Well documented 
papers like those written by Hueper, which 
are not in complete agreement with this 
theory, are just briefly mentioned. 

The last chapter, “Cause and Effect,” by E. 
Cuyler Hammond, is an interesting, almost 
philosophical dissertation. 

All in all, the book is well written, It is a 
“must” in the library of anybody who is in- 
terested in the problem of the potentially car- 
cinogenic effect of tobacco. 

WERNER F.. EISENSTAEDT, M.D. 


Color Atlas of Pathology. Bethesda, Md.: 
U. S. Naval Medical School, 1955. Pp. 450, 
with 1032 illustrations. 

This volume covers the endocrine system 
(including the pituitary, thyroid, parathy- 
roid, adrenals, pancreas), gynecology and 
obstetrics, including the reproductive organs, 
the breast, the male genital tract and the 
skin. 

In the section on endocrines, a complete 
discussion of the pathologic entities precedes 
the photomicrographs in color of the normal 
histologic picture. Pathologic sections are 
then shown with an abbreviated history of 
each individual case. Thoroughly integrating 
the history with the pathologic photomicro- 
graphs makes the color atlas a complete 
pathologic-physiologic text. 


Roentgenograms, facial photographs, photo- 
graphs of gross pathologic specimens, ana- 
tomic sketches and classifications of patho- 
logic entities make this volume invaluable. 
This book is a “must.” Such color atlases 
done with such meticulous care, should be in 
every doctor’s library, whatever his specialty. 

JEROME J. MOSES, M.D. 


The Blood-Brain Barrier, with Special Re- 
gard to the Use of Radioactive Isotopes. By 
Louis Bakay. Springfield, Ill.: Charles C 
Thomas, Publisher, 1955. Pp. 154, with 10 
tables and 82 illustrations. 

This brief monograph discusses the inter- 
esting subject of the blood-brain barrier. It 
is subdivided into four parts, the first part 
(Chapters 1-3) includes a historical introduc- 
tion, and deals with the anatomic location and 
physiologic nature of the blood-brain barrier. 
The second part (Chapters 4-6) discusses 
concentration of radioactive isotopes, p-32, 
in the central nervous system. Part 3 (Chap- 
ter 7) discusses the development of the blood- 
brain barrier. The last part (Chapters 8-11) 
deals with pathologic changes in the premea- 
bility of the blood-brain barrier. 

Anyone interested in this subject will 
know the amount of work the author has done 
in this field. The book is objectively written, 
presenting everybody’s opinion on this de- 
batable subject. It might have been less con- 
fusing if the author had stated, rightly or 
wrongly, his own opinion. The final chapters, 
well demonstrated by photographs, are an ex- 
cellent presentation of the present status of 
the use of radioactive isotopes in the diag- 
nosis of brain lesions. 

All in all, this is an interesting monograph, 
that can be recommended to the student of 
neurosurgery. 

WERNER F. EISENSTAEDT, M.D. 


Surgery of the Sympathetic Nervous Sys- 
tem. By A. L. McGregor. Bristol: John 
Wright and.Sons, Ltd., 1955. Pp. 192. 

This is a well-organized and complete pre- 
sentation of the sympathetic nervous system 
from the anatomic and physiologic stand- 
points and the indications and technics of 
its surgical removal. The book is well illus- 
trated, but some of the diagrams are over- 
styled and simplified. In an attempt at com- 
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pleteness of presentation the author has 
presented some questionable indications for 
sympathectomy. Though he is conservative 
in his presentation, he may mislead the casual 
reader into thinking that the so-called biliary, 
intestinal and renal syndromes are definite 
indications for a surgical attack on the 
sympathetic nervous system. Nearly one- 
fourth of the book (46 pages) is devoted to 
hypertension, perhaps a_ disproportionate 
amount in view of the current tendency to 
substitute medical treatment for sympathec- 
tomy. 

The great value of this book lies in its 
thorough presentation of the surgical anat- 
omy aspects and the complete and clear de- 
scription of the technics of various sympa- 
thectomies. Many practical pointers are given 
in surgical technic and avoidance of compli- 
cations. 
presses the spirit of the work. “It is a sound 
general rule in surgery that it is not the ac- 
cident itself which is serious but the failure 
to appreciate that it has occurred.” The au- 
thor is referring to possible injury to the 
thoracic duct in left cervicothoracic sympa- 
thectomy, but throughout the book he con- 
tinues to emphasize precautions and safe- 
guards in surgical technic. 

HAROLD C. Voris, M.D. 


Man in a Cold Environment: Physiologi- 
cal and Pathological Effects of Exposure to 
Low Temperatures. By Alan C. Burton and 
Otto G. Edholm. Baltimore: The Williams 
and Wilkins Company, 1955. Pp. 278. 

This little book is a coherent review of con- 
temporary knowledge of the stated problem, 
one of special interest to physiologists and 
students of physiology, as well as others, in- 
cluding surgeons, who are concerned with the 
effects of cold. 

Such a monograph can be a highly useful 
and even an important contribution if well 
done; this one, within its limits, is extremely 
well done. It originated from a desire to save 
from oblivion some of the wartime research 
done by the United States, Canada and 
British military services. In addition to 
selecting what they consider the most impor- 
tant contributions from the war reports, the 
authors have examined the other literature 
through 1951 and added subsequent informa- 
tion, the latter from interviews, a tour of 
laboratories and other direct sources. 


The following quotation best ex- 


They modestly point out that their book is 
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not primarily for specialists; nevertheless, 
these may well be just the workers who will 
find it most valuable, as the number of war 
reports cited and abstracted is not inconsider- 
able. In addition, the careful treatment of in- 
dividual physiologic points merits the closest 
attention. It would have been helpful, how- 
ever, if the authors had more clearly estab- 
lished the final date of their own work, which 
appears to bring the subject up to 1953 (see 
p. 242). 

The contents fall into several parts. As the 
introduction explains, “In the first the phy- 
sical and physiological problems involved in 
maintenance of a thermal steady state are 
discussed, with a scheme for assessing the 
thermal demand of the environment. In the 
second section the ways in which animals 
have met the problem are described, first in 
general terms, then in some detail as to 
physiological mechanisms in man. A section 
follows describing the consequences that re- 
sult if heat balance is not maintained, lead- 
ing eventually to pathology. Finally a chapter 
has been written suggesting the lines of fu- 
ture research .. .” 

Two chapters will have special interest for 
surgeons, especially the many who are active 
in experimental surgery. The first is the 
chapter on hypothermia and _ resuscitation, 
with a succinct report and evaluation of re- 
cent experiments. The second is the chapter 
on local injury from cold, which includes a 
detailed review of the treatment of frostbite. 

A large part of the book is concerned, of 
course, with biophysical and other theoreti- 
cal problems, and these are presented with 
unusual clarity. In fact, one should not neg- 
lect to point out to the authors’ credit that 
their whole exposition is extremely well 
written, a distinction that should not be over- 
looked in judging its final usefulness. 


Pathology. By Peter E. Herbut, Philadel- 
phia: Lea & Febiger, 1955. Pp. 1227, with 
1378 illustrations and 4 color plates. 

Herbut’s textbook on pathology is, as the 
author writes in the preface, intended for the 
student of medicine. It is, no doubt, a tre- 
mendous task to present knowledge of path- 
ology in one volume. On the whole, the au- 
thor has been successful. 

The book follows, in general, other text- 
books in pathology. After a brief orientation 
and historical review, there follows a rather 
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abbreviated chapter on the autopsy. Chapters 
8 to 7 deal with the principles of general 
pathology. There .is a chapter on anomalies in 
general, degeneration, inflammation, physical 
disturbances and tumors. 

Exception must be taken to the statement 
in the chapter on tumors that “the group 
doubtlessly represents an heterologous collec- 
tion of disorders rather than a distinct single 
entity.” This statement seems to be contra- 
dicted by the definition given by the author 
on the same page. 

Pathologic changes in different organs and 
systems are next discussed. One is aware of 
the fact that a logical classification is almost 
impossible; but it seems rather strange to 
find, in a textbook for students, leishmaniasis 
and trypanosomiasis discussed in the chapter 
on the reticuloendothelial system, while ma- 
laria follows hemophilia in the chapter on dis- 
ease of the blood. It appears to this reviewer 
that a separate chapter on parasitic infesta- 
tions would have been more logical. 


Exception is also taken to the broad concep- . 


tion of “tumors” in the chapters on special 
pathology. For instance, in the chapter on the 
thyroid, toxic hyperplasia is listed under 
“tumors,” and in the chapter dealing with 
diseases of the breast, cystic hyperplasia is 
also listed among tumors. This is likely to 
create a wrong impression in the mind of the 
student who does not have the author’s broad 
knowledge of the subject. : 

The book is written in Dr. Herbut’s usual 
easy, readable style. The illustrations are 
carefully selected and beautifully reproduced. 
Each chapter is followed by a review of the 
important literature. All in all, the book rep- 
resents a summary of the experiences and 
knowledge of an excellent pathologist. There 
is a question in the mind of this reviewer, 
however, as to whether it is the ideal book 
for the student who approaches the subject 
without any previous knowledge. 

WERNER F. EISENSTAEDT, M.D. 


Clinical Neurosurgery: Proceedings of the 
Congress of Neurological Surgeons, New 
York, 1954. Baltimore: Williams and Wil- 
kins Company., 1955. Pp. 173. 

The second volume of Clinical Neurosur- 
gery continues the pattern of the first. Dr. 
Kenneth G. McKenzie was the guest of honor 
at the 1954 Congress of Neurologic Surgeons. 
The first five chapters present the five sub- 
jects on which this noted neurosurgeon ad- 
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dressed the Congress. The chapter on intra- 
cranial astrocytomas is a follow-up study of 
the postoperative survival periods of 61 pa- 
tients for intracranial astrocutomas. The 
average duration of life in 35 surviving pa- 
tients with supratentorial astrocytomas was 
four and three-tenths years; for 15 with in- 
frafrontal astrocytomas it was twelve and 
six-tenths years. 

In the chapter on acoustic neuromas the 
diagnosis of these lesions is thoroughly dis- 
cussed, but the special interest of the chapter 
lies in the author’s description of his tech- 
nic of surgical removal. As he points out, 
treatment of these tumors is no longer con- 
centrated in a few clinics, and few younger 
neurosurgeons will have the experience that 
the author has had and be able to report 100 
cases. 

Spasmodic torticollis is briefly discussed, 
and Dr. McKenzie’s surgical management is 
outlined. He especially emphasizes the im- 
portance of division of the motor root of the 
first cervical nerve and of a collateral branch 
to this nerve from the spinal accessory nerve. 
It is necessary to divide or retract the most 
superior attachment of the dentate ligament 
in order to visualize the motor root of the first 
cervical nerve. 

McKenzie was one of the pioneers of dif- 
ferential section of the vestibular portion of 
the eighth cranial nerve for Meniére’s syn- 
drome. He counsels conservatism, however, 
and advises operation only in cases of severe 
involvement. He advises against medication 
and special diet. Trigeminal tractotomy 
(Sjoqvist) has been performed on 41 patients. 
Some involvement of the spinothalamic tract 
occurred in 15 patients. 

The last two chapters of the book are re- 
ports of symposiums on cervical trauma and 
the medicolegal aspects of injury to the head. 
Not only are these chapters valuable to the 
neurosurgical specialist; they are worth the 
attention of anyone interested in trauma and 
its medicolegal aspects. 

HAROLD C. Voris, M.D. 


Current Concepts in Digitalis Therapy. By 
Bernard Lown and Samuel A. Levine. Bos- 
ton: Little, Brown & Company, 1955. Pp. 164, 
with 21 illustrations. 

This monograph presents the authors’ 
points of view on the modern concepts of 


digitalis therapy. In their introductory re- 
marks they state: “Translated into practice 
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this means that digitalis is useful, with but 
few exceptions, during the entire course of 
the evolution of cardiac failure.” In discuss- 
ing the attitude of MacKenzie and Lewis, 
they further state: “Digitalis was therefore 
restricted to patients with atrial fibrillation 
and a rapid ventricular response. The larger 
number of patients whose failure was ac- 
companied by regular rhythm were not 
treated with digitalis. Such a view is no 
longer tenable.” 


The second chapter is concerned with the 
mode of action and clinical uses of digitalis, 
the various products and dosage. The chapter 
on digitalis intoxication is particularly well 
written. The material in the chapters con- 
cerning the electrolytes (particularly potas- 
sium) is equally good. The remainder of the 
book is devoted to paroxysmal atrial tachy- 
cardia and a “digitalis tolerance test.” 


“The purpose of the test is to ascertain the 
degree of digitalization and myocardial sen- 
sitivity to digitalis in patients whose digi- 
talis status is in doubt.” Their experience of 
20 tests of 18 patients is recorded. 

This book should be well received and 
properly appreciated. Perhaps all the readers 
will not find themselves in accord with their 


generous use of digitalis or the dosage for 
nearly .all patients with cardiac failure and 
edema. Some readers may feel that less digi- 
talis and the employment of other supplemen- 
tary diuretic therapy might be more judi- 


cious. They may be critical of some of the 
case reports of the patients in the “digitalis 
tolerance test’”’ group. 

C. C. MAHER, M.D. 


Living Bone in Health and Disease. By I. 
R. Stein, R. O. Stein and M. L. Beller. Phila- 
delphia: The J. B. Lippincott Company, 
1955. Pp. 510, with 387 illustrations. 

This book is exactly what the publishers 
have called it, “a dynamic concept of the 
disease and repair of bone.” Bone is a living 
tissue, not an inanimate substance like con- 
crete in the sidewalks we walk on every day. 
It is filled with living cells, that are con- 
stantly at work, restoring bone that has been 
damaged by injury or disease. Bone is, indeed, 
an organ of the body. 

The authors of this book have long been 
interested in the metabolic processes that in- 
fluence or regulate bone repair. They have 
carried on research in the laboratory and in 
the hospital, and have added to surgeons’ 
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knowledge of bone in health and in disease. 
This is a reference book, not merely a class- 
room textbook. The authors have shown that 
bones are also affected by other organic sys- 
tems. They speak with authority of the in- 
fluence of the endocrine glands upon the 
bones of the human body. The chapters deal- 
ing with this subject alone are worth the full 
price of the book. 

The illustrations are carefully selected. 
The printing is easy to read, and the compo- 
sition is excellent. The bibliographic listings 
at the end of each chapter are exceptionally 
appropriate. This is a contribution to the 
literature that will be valuable for many 
years to come. All who are interested in cal- 
cium and phosphorus metabolism in bone 
formation, bone injury or bone disease, in- 
cluding the internist, the orthopedic surgeon, 
the physiologist and the pathologist, will find 
this book most helpful. 


EDWARD L. COMPERE, M.D. 


Nursing Practice and the Law. By Milton 
J. Lesnik and Bernice E. Anderson, R.N., 
“e D. J. B. Lippincott Company, 1955. 2nd 
ed. 

A number of years ago, a learned member 
of the bar in New Jersey and one of the coun- 
try’s leading educators in nursing prepared 
a first edition of this book under a somewhat 
different title. 

The second edition is an amplification of 
the earlier valuable volume. It is considerably 
improved, since nothing was lost that ap- 
peared in the earlier edition and a good deal 
has been added to it. 

For the layman looking for escape litera- 
ture, “Nursing Practice and the Law” is not 
recommended reading, but for the adminis- 
trator or instructor in any school of nurses, 
convinced that no good training school 
should be without a course in nursing juris- 
prudence, it is indispensable. Nowhere else 
will the hospital administrator or legal ad- 
visor for a hospital or nurses’ association find 
so comprehensive a collection of important 
information as is contained within the covers 
of this book. 


For the reader who is not a member of the 
legal profession, the legal principles are 
clearly set forth in nontechnical language. 
For the lawyer, the principles are supported 
by footnotes containing innumerable citations 
to reported cases, which would save the at- 
torney hours of time in research. 
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The ambitious nurse, desirous of teaching 
herself all that she will ever need to under- 
stand about legal principles applicable to the 
nursing profession, need look no further; the 
answers are all in this book. It will probably 
also help her to realize when she needs the 
advice or services of a lawyer. 

This same volume includes a detailed sum- 
mary of the growth and scope of state con- 
trol over the nursing profession, which could 
be of considerable interest to anybody inter- 
ested in the historical development of legis- 
lation pertaining to the regulation of the 
nursing profession. If the reader would like 
to be able to distinguish between a good nurs- 
ing practice act and a bad one, one of the 
numerous indices (consisting of an analysis 
of various nursing practice acts) will enable 
him to do so. All in all, this is a concise ref- 
erence book for almost any conceivable prob- 
lem that may arise in connection with the 
nursing profession. 

The authors are to be commended for the 


painstaking manner in which they have con- - 


densed a complicated subject into an accu- 
rate, understandable text which should be 
included in every library that needs a text- 
book on this subject. 


PHILIP E. RINGER, J.D. 


Joint Ligament Relaxation Treated by 
Fibro-Osseous Proliferation. By George 
Stuart Hackett. Springfield, Ill.: Charles C 
Thomas, Publisher, 1955. 

This book is divided into two parts. The 
first part discusses ligamentous disabilities, 
and the author devotes part of his work to 
an explanation of the etiologic factors, patho- 
logic picture, symptoms, diagnosis and _ his- 
tory of the various ligamentous conditions 
which, in his opinion, can be treated by his 
technic. 

He gives a résumé of treatments of the 
lower part of the back and uses 17 illustra- 
tions to demonstrate his approach to the 
treatment and to his study of the tissues 
after treatment. 

The second part of the book consists of a 
discussion of the diagnosis and treatment of 
diseases of the cervical and upper dorsal 
portions of the spine, the lower dorsal and 
lumbar segments and the lumbosacral and 
sacroiliac joints. In addition, the author 
discusses other ligaments in the body. 

There is a rather extensive paragraph that 
cites articles covering various phases of this 
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work, and the author attempts to demonstrate 
his own theories by means of a number of 
case histories, in which he gives a thorough 
résumé of the complaints and the results he 
obtained by employing his method of treat- 
ment. 

This book will make good reading for phy- 
sicians and for those interested in ortho- 
pedics and traumatology. 

H. E. TURNER, M.D. 


Antimicrobial Therapy in Medical Prac- 
tice. By Harrison F. Flippin and George M. 
Eisenberg. Philadelphia: F. A. Davis Com- 
pany, 1955. Pp. 284. 


In view of the importance of the anti- 
biotics in modern surgical practice, the sur- 
geon will find this contribution a timely and 
useful addition to his bookshelf. Its timeli- 
ness is surpassed only by the periodical lit- 
erature, which cannot, of course, supply the 
information in a compact and handy form 
for reference and study. The authors have 
attained this result by omitting case records, 
as well as the controversial and theoretical 
questions discussed in the current journals. 
On the other hand, the statistical treatment 
and tables, which form an important feature 
of the book, represent cases evaluated over a 
period of seventeen years at the Philadelphia 
General Hospital, with which the authors are 
affiliated. 


It is evident that they have thoroughly 
combed the literature to produce a book that 
has the merits both of a monograph and of 
a handbook. Both these functions are of the 
utmost practical importance to the practicing 
physician and surgeon. This type of mono- 
graph can digest timely material that would 
not find its way into a new edition of a stand- 
ard text for some years. As a handbook, with 
its lucid arrangement and tabular presenta- 
tion, it will continue to be useful for refer- 
ence after its contents have been digested. 


The reader’s especial attention should be 
called to a further point: The authors are 
aware that the antibiotics have presented the 
profession with a definite type of therapy at- 
tended by its own philosophy and pitfalls, 
one which does not per se replace other older 
types of treatment. Thus there are prominent 
warnings against the risk of complications, 
such as superinfections, due to a selective 
decimation of the body’s bacterial flora, and 
also against the purely prophylactic use of 
antibiotics to prevent trivial infections. 
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Chapters include: systematic description 
of the different agents; combinations and ad- 
juvants; laboratory, aspects; complications; 
diagnosis; treatment of special diseases; pro- 
phylactic use; prospectus. The information 
is not thoroughly documented, but the refer- 
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thors’ own claims. Much information is sum- 
marized in tables, such as dosage, distribution 
in the body, in vitro spectra, indications for 
infections of the gastrointestinal and urinary 
tract, and a partial (but extensive) list of 


antibiotic preparations on the market. 
R. J. L. 


erences to the literature amply outdo the au- 


About one hundred years ago there lived in Dresden a famous physician— 
Johann Ludwig Choulant. He was most skilful in taking a patient’s history and 
in making a careful physical examination. So great, indeed, was his ability in 
making diagnoses that he felt no need whatever for some of the newfangled devices 
that were being introduced into medicine. One day a specimen of urine containing 
pus cells was placed under the microscope and he was asked to examine it. He 
looked in, but said with a smile, “you are seeking the solution of the matter where 
there is nothing to find.” He then proceeded to tell his assistants that the correct 
way to diagnose a patient’s malady was to note carefully his symptoms and examine 
him minutely. He discouraged these new attempts to solve problems which he said 
had no solution, and was most outspoken in his attacks on this new learning. 

But Choulant’s young assistants were continually finding things with their 
microscopes. The old master gradually bent more and more and finally had to give 
way to the “new learning,” but he never sympathized with the innovations, and his 
outspoken criticism provoked a bitter hostility which saddened his later years. 

Such unhappiness, however, is the fate of those who throw themselves into reck- 
less combat with the steady, relentless progress of science. No sane man today would 
oppose the use of instruments of precision in the diagnosis of disease, and every 
life-insurance agent knows that the microscope daily gives us details of a patient’s 
condition which would escape the attention of the most acute observer who relied 


entirely upon physical diagnosis. 
—Major 


( 
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Abstracts from Current Literature 


Effects of Experimental Hypothermia on 
Vital Organs. Knocker, P., Lancet 2:837, 
1955. 

This publication from the University of the 
Witwatersrand Medical School, Johannesburg, 
reports the results of a study undertaken to 
determine the histochemical effects of hypo- 
thermia on the liver, kidney and adrenal 
gland in the dog. 

Before the induction of hypothermia, 
biopsy specimens were taken from these 
three organs. In this series of hypothermic 
dogs the chief abnormalities observed were 
accumulation of fat in the liver, kidney and 
adrenal glands; depletion of glycogen in the 
liver, and vacuolation of the granular cells of 
the zona reticularis of the adrenal cortex. 
The implications of these delicate histo- 
chemical changes may well be extensive. 

It is important to observe the similarity 
that exists between the tissue changes in- 
duced by hypothermia and those described by 
Selye (1946) as bodily reactions to stress. 
There is no proof that the changes are due to 
anoxia, but much evidence has been gathered 
to show that cellular anoxia can lead to 
similar changes. 

The objective of hypothermia has been to 
diminish cellular metabolism to a point at 
which temporary occlusion of the circulation 
can be sustained. The tissue changes ob- 
served in this study and attributed to the ac- 
cepted degree of hypothermia cast serious 
doubt on the wisdom of utilizing cold, with 
its potential for grave tissue damage, as a 
preparation for the ordeal of anoxia during 
operations on the heart. 

The article is illustrated by 16 excellent 
color photomicrographs. 

THOMAS WILENSKY, M.D. 


A New Method for Surgical Correction of 
Transposition of the Aorta and Pulmonary 
Artery. Baffes, T. G., Surg., Gynec. & Obst. 
102:227, 1956. 

During the past three years, after experi- 
ments on approximately 150 dogs, the con- 
clusion was reached that the best approach 
to correction of transposition of the aorta 
and pulmonary artery is transposition of the 


major veins at the base of the heart, since 
most of the variations encountered can be 
taken care of in this fashion. Lillehei and 
Varco demonstrated that patients with trans- 
position of the aorta and pulmonary artery 
live long enough, with the right pulmonary 
artery occluded, to permit doing the neces- 
sary venous anastomoses. Barring undue de- 
lay, congestion of the right lung during 
occlusion of its artery and veins should not 
occur. Transfer of the veins instead of the 
aorta and pulmonary artery would eliminate 
the necessity for transferring the coronary 
arteries from the pulmonic to the systemic 
circulation. Simple transfer of the right pul- 
monary vein to the right atrium gave an un- 
satisfactory degree of clinical improvement. 


. Transfer of the superior vena cava to the 


left atrium, in conjunction with transposition 
of the right pulmonary veins to the right 
atrium, was completed in 1 instance by using 
a temporary polyethylene shunt between the 
right atrium and the superior vena cava 
while the latter was being transposed to the 
left atrium, and in another by utilizing a 
homologous aortic graft between the superi- 
or vena cava and the left atrium. Both pa- 
tients died of obstruction of the superior 
vena cava in the immediate postoperative 
period — apparently because the superior 
vena cava is readily compressed by the right 
main bronchus, the right pulmonary artery 
and the transposed right pulmonary veins, 
as it passes between these structures to the 
left atrium. Therefore the final operative 
procedure, here as described in detail, was 
worked out. A thoracotomy is performed 
through the right fifth intercostal space, and 
the right pulmonary artery, both right pul- 
monary veins and the inferior vena cava are 
dissected free. The pericardium is opened 
during the dissection, which exposes the 
lateral aspect of the right atrium. A curved 
coarctation clamp is placed on the lateral 
aspect of the inferior vena cava in such a 
way that the flow of blood through the vessel 
into the right atrium is not occluded. A 
longitudinal incision is made in the lip of 
the inferior vena cava, held within the co- 
arctation clamp, and the larger end of a 
suitable homologous aortic graft is anasto- 
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mosed to the edges of the incision. A con- 
tinuous everting type of arterial suture is 
used in order to decrease thrombus forma- 
tion. After completion of the anastomosis, 
an angulated ductus forceps is placed near 
the open end of the aortic graft and the 
curved coarctation clamyv is removed from 
the inferior vena cava. The open end of the 
graft is trimmed and beveled to fit against 
the proposed left atrial stump of the right 
pulmonary vein. The right pulmonary artery 
is then occluded with umbilical tape, and the 
right pulmonary veins are divided between 
straight coarctation clamps in such a way 
that both pulmonary venous ostia open upon 
a single pedicle. The placing of straight co- 
arctation clamps before division of the pul- 
monary veins is important. The distal co- 
arctation clamp is placed longitudinally, so 


that it can later be easily apposed to the - 


side of the right atrium. The proximal co- 
arctation clamp is placed horizontally, which 
facilitates its apposition to the angulated 
ductus clamp across the open end of the 
aortic graft. The open end of the aortic graft 
is then sutured to the stump of the left 
atrium with a continuous everting suture. 
The proximal coarctation clamp and the an- 
gulated ductus clamp are removed; this per- 
mits blood to flow from the inferior vena 
cava into the left atrium. Note that the at- 
tachment of the inferior vena cava to the 
right atrium has not yet been divided, so 
that there is no danger of imbalance of the 
systemic and pulmonic circulations. A por- 
tion of the lateral wall of the right atrium 
is then excluded within a curved coarctation 
clamp and incised longitudinally. The distal 
clamp is apposed to this incision, and the 
right pulmonary veins are anastomosed to 
the edges of the incision. The coarctation 
clamps are removed and the occluded right 
pulmonary artery released; then the patient 
is allowed to recover from the occlusion 
of the right pulmonary artery, before sepa- 
ration of the inferior vena cava from the 
right atrium is undertaken. A few moments 
later, the attachment of the inferior vena 
cava to the right atrium is divided between 
angulated ductus clamps, forcing the flow 
of blood from the inferior vena cava through 
the aortic graft and into the left atrium. 
The stumps of the inferior vena cava and the 
right atrium are oversewn with continuous 
sutures and released. The right lung is al- 
lowed to expand, and the thoracotomy is 
closed in the usual manner. 
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Twelve dogs were subjected to the pro- 
posed operation “in sham” and in all in- 
stances proved apparently satisfactory. In 
order to determine the reaction of the graft 
to growth, the sham operation was performed 
on a puppy weighing 8 pounds (3.6 Kg.). 
The dog has now grown to a body weight 
of 40 pounds (18.1 Kg.), and venous angio- 
graphic study reveals adequate functioning 
of the graft without significant narrowing. 
The operation was given a clinical trial on 
a patient 1 year old, who was admitted to 
the hospital with a history of cyanosis since 
birth. During the following year the symp- 
toms and signs increased in severity, and 
angiocardiograms established the diagnosis 
of transposition of the aorta and the pul- 
monary artery. Definite improvement in color 
was noted in the immediate postoperative 
period, but mild cyanosis persisted at the 
time of discharge and was apparent with 
exercise when the child was studied one 
month later. Venous angiograms taken three 
months after the operation showed that the 
graft was functioning well and that the 
blood from the inferior vena cava was empty- 
ing adequately into the left atrium. The pa- 
tient had suffered no further episodes of un- 
consciousness and was beginning to walk 
for the first time in her life. There was 
marked improvement in mental alertness 
also. The size of the heart has decreased, 
and cardiac failure has not recurred. Should 
any significant symptoms persist after such 
an operation as this, it is planned to extend 
the transposition of the major veins to the 
heart by performing a second-stage thora- 
cotomy on the left side and inserting a 
homologous aortic graft from the left in- 
nominate vein to the left atrium, in order to 
transfer the blood of the superior vena cava 
to the pulmonic circulation. An attempt 
could be made at the same time to transfer 
the left pulmonary veins to the coronary 
sinus. 

WARREN A. YEMM, M.D. 


Right-Sided Approach to Cancer of the 
Esophagus. Hurley, G. A. P., Surg., Gynec. 
& Obst. 5:768, 1955. 

In the face of a noticeable tendency toward 
pessimism with regard to cure of cancer of 
the esophagus, surgeons should attempt to 
extend the excision. In addition to the local 
posterior mediastinal group of lymph glands, 
those below the liver about the celiac axis 
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artery and its branches and those in the 
gastrohepatic omentum should be included. 
These glands are often involved in tumors 
in the middle and lower portions of the 
esophagus, which comprise the majority of 
cancer sites in that organ. The glands most 
likely to be missed are the subhepatic group, 
largely because of their inaccessibility. 


The purpose of this article is to advocate 
greater use of a right thoracoabdominal in- 
cision combined with a simple turning of the 
thorax made possible by the rotational ca- 
pacity of the lower dorsal and lumbar por- 
tions of the spine. Such a maneuver gives 
good access to the whole length of the 
thoracic part of the esophagus and stomach 
and, because of the turning of the liver up- 
ward into the chest, made possible by the 
incision of the diaphragm, gives excellent ex- 
posure of the important lymph glands be- 
neath the liver. 

The technic advocated is based upon the 


fact that, with the pelvis fixed in the supine | 


position, it is possible to rotate the chest 
almost 90 degrees into the lateral position. 


The patient is placed supine on the table, 
with the right buttock elevated about 4 
inches (10 cm.) on a sandbag. The pelvis is 
fixed to the table in this position with a wide 
adhesive band. The chest is then rotated 
into the lateral position by pulling the right 
shoulder forward and to the left, with a 
wide band of adhesive attached to the back 
of the right shoulder (spine or scapula). 
This band is then fixed, at a convenient 
point, to the table by the anesthetist. The 
right side of the chest is opened through the 
bed of the resected seventh rib. The tumor is 
examined, and if radical resection is decided 
upon the esophagus is mobilized for as much 
length as required, by going at least 3 inches 
(7.5 em.) above the tumor and down to the 
hiatus in the diaphragm. Every effort is made 
to remove the local mediastinal lymph glands 
en bloc with the mass. 


The thoracic incision is then temporarily 
covered with a towel; the fixing shoulder 
band is detached from the table, and the 
chest is allowed to rotate back into the su- 
pine position. The thoracic incision is next 
prolonged through the costal arch and across 
the right rectus abdominis muscle to the mid- 
line above the umbilicus. The right hemi- 
diaphragm is divided from the front almost 
to the back of the chest, care being taken 
not to injure the inferior vena cava. The 
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avascular left lateral ligament of the liver 
is divided, the left lobe of the liver is turned 
to the right, and the whole organ is rotated 
upward into the right side of the chest, 
where it is held by an assistant. The ab- 
dominal inch or so of the esophagus and the 
whole length of the stomach are now laid 
bare. Both curvatures of the stomach are 
mobilized, starting about 1 inch (2.5 ecm.) 
proximal to the pylorus and preserving the 
right gastric and epiploic vessels. The high 
vasa brevia from the spleen to the cardia 
still may be somewhat hard to get at, but 
by careful traction of the stomach, combined 
if necessary with a 20 to 30 degree tilt of the 
table to the right, they can be divided piece- 
meal between ligatures without the risk of 
using clamps, which may cause tearing of 
the mesentery or the spleen. 

The esophageal hiatus can be explored 
from above and below, and the stomach can 
be carefully eased up into the chest by slight 
traction on the esophagus from above and by 
gentle upward pushing of the stomach from 
below. If the stomach will not reach high 
enough, the esophagus can be divided near 
the cardia, the cardiac orifice of the stomach 
closed and the stomach brought up in front 
of the liver and lung. Mobilization of the 
duodenum will give still further length if 
required. 

The chest is next rotated once more into 
the lateral position, and the esophagogas- 
trostomy anastomosis is done. If the anas- 
tomosis is being performed in the neck, the 
thoracic and abdominal incision are closed 
and the chest allowed to rotate back into 
the supine position. Through an incision 
along the anterior border of the right sterno- 
mastoid prolonged downward, the medial 
one-third of the right clavicle and the an- 
terior 2 inches (5 cm.) or so of the first rib 
and costal cartilage are removed. The cer- 
vical esophagus is dissected; the chest is re- 
entered, and the anastomosis is completed. 


WILLIAM E. NortTH, M.D. 


Anatomic and Technical Considerations in 
the Treatment of Esophageal Hiatal Hernia. 
Madden, J. L., Surg., Gynec. & Obst. 102:187, 
1956. 

The hiatus of the diaphragm for the 
esophagus is in general formed solely and 
completely by the right crus of the dia- 
phragm. This is longer, thicker and more 
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tendinous than the left, arises from the upper 
three lumbar vertebrae, ascends and separ- 
ates into superficial and deep muscle layers. 
The thin superficial layer forms the right 
margin of the hiatal ring, and the thick deep 
muscle layer forms the left margin. In none 
of 15 fresh cadaver dissections did the left 
crus of the diaphragm participate in the for- 
mation of this ring. The surgical correction 
of esophageal hiatal hernia is accomplished 
by suturing only the muscle fibers of the 
right crus, anterior and posterior to the 
esophagus. The suturing of a dilated esopha- 
geal hiatal ring when its long axis is in a 
horizontal plane can be accomplished ade- 
quately only by placing the sutures in this 
same horizontal plane, because according to 
the author, closure in a vertical plane causes 
tension on the suture line. The term “slid- 


ing,” though correct by definition, is con- . 


sidered confusing. A sliding hernia as de- 
fined is an irreducible hernia in which a 
portion of the wall of the sac is formed by 
the protruding viscus. With reference to 
sliding hernias of the esophageal hiatus, this 
would be the anterior wall of the stomach. 
With regard to esophageal hiatal hernias, it 
is commonly interpreted as meaning that the 


portion of the herniated viscus, namely, the 
stomach, slides in and out of the hernial ori- 


fice. Variation in the size of esophageal 
hiatal hernias according to the position of the 
patient are considered more apparent than 
real and related to the ease of ingress and 
egress of the barium within the herniated 
segment of the stomach. In the author’s 
opinion it is the barium that “slides,” and it 
is the variation in the volume of barium with- 
in the easily distensible herniated segment 
of the stomach that usually accounts for the 
roentgenographic variation in the size of 
sliding hernias of the esophageal hiatus. 
Spontaneous reduction of a sliding hernia of 
this type has not been observed at operation; 
contrariwise, reduction of the hernia and 
maintenance of the reduction may at times be 
most difficult. The frequency and ease with 
which unsuspected sliding hernias of the 
esophageal hiatus are demonstrated on rou- 
tine roentgenqggrams after a barium meal, 
and with the patient in the erect position, 
further attest to the stationary rather than 
“sliding” qualities of sliding hernias of the 
esophageal hiatus. The choice of operative 
approach, either transabdominal or trans- 
thoracic, depends upon the particular con- 
ditions observed in each patient and the pref- 
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erence of the surgeon. In general, the trans- 
thoracic route is preferred. 

A very fine description of the procedure to 
be employed, with good illustrations, is given. 
Essentially, entrance into the chest is secured 
through the eighth intercostal space, an in- 
verted T incision is made over the lower por- 
tion of the esophagus after the phrenic nerve 
has been injected with 1 per cent procaine 
hydrochloride and the esophagus mobilized. 
The hernial sac is entered directly or 
through a separate incision in the diaphragm 
that permits the surgeon’s finger to be in- 
serted from the abdominal side, and anterior 
sutures of No. 0 silk are inserted. Finally, the 
posterior angle of the esophageal hiatus is 
closed by approximating the muscle bundles 
of the right crus with the same material. The 
mediastinal pleural incision is not sutured, 
and the chest wall is closed in the usual fash- 
ion, with water seal catheter drainage. A 
modification of the Allison method, in which 
the flap formed by the phrenoesophageal liga- 
ment and peritoneum proximally is sutured 
to the pleura rather than the peritoneal or 
under surface of the diaphragm, is also de- 
scribed. 

WARREN A. YEMM, M.D. 


Carcinoma of the Stomach: Need for 
Earlier Diagnosis and More Adequate 
Therapy. Ochsner, A., and Blalock, J., 
Florida M. A. 42:99, 1955. 

This is a detailed statistical review of 
carcinoma of the stomach as encountered and 
treated at the Ochsner Clinic, with a compre- 
hensive survey of recent literature for com- 
parison. The incidence of gastric cancer is 
apparently lower in the South than in the 
North, except among Negroes. In New 
Orleans in 1947 the number of cases of gas- 
tric cancer per 100,000 of population was 
23.5 among white persons and 36.6 among 
Negroes. In the Ochsner Clinic the incidence 
of gastric malignant lesions among all pa- 
tients was 1 in every 555, and 1 in every 588 
had gastric carcinoma. Exploration was car- 
ried out in 80.3 per cent of the cases and gas- 
tric resection in 37 per cent; 32.4 per cent of 
the patients survived the resection, and 7.2 
per cent were alive at the end of five years. 
These results are not satisfactory, but when 
one recalls that there was an average delay 
of eight and four-tenths months from the 
onset of symptoms until definitive therapy 
was instituted, it is evident why the results 
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are bad. The fact that a five-year survival 
rate of 57 per cent was obtained in those 
cases in which radical subtotal resection was 
performed and in which the lesion was 
limited to the stomach demonstrates that if 
the diagnosis can be made while the lesion is 
still limited to the stomach, the results will 
be good. We are convinced from our experi- 
ence that, although obviously it is necessary to 
perform a good cancer operation (which con- 
sists of radical removal of all the tumor- 
bearing area of the stomach, with en bloc ex- 
cision of the sites of metastasis), as much 
can be accomplished in most cases by radical 
subtotal gastrectomy as by total gastrectomy. 
The former procedure is certainly to be pre- 
ferred if the curability incidence is as high 
as with total gastrectomy, because mainte- 
nance of a small gastric pouch, which is ac- 
complished by radical subtotal gastrectomy, 
greatly minimizes the digestive disturbances 
that follow total gastrectomy. For some time 
the authors have been convinced that a good 


operation for malignant lesions of the stom-- 


ach can be accomplished in lesions of the dis- 
tal half of the organ if all of the stomach 
except a very small portion of the greater 
curvature is removed, together with the ad- 
jacent gastrohepatic, gastro-colic and greater 
omentums, the first portion of the duodenum, 
the spleen and all of the regional lymph 
nodes. The lymph nodes that should be care- 
fully removed are those around the celiac 
axis, the left gastric vessels, the gastrolienal 
ligament and the esophagus, plus those in the 
subpyloric and subhepatic areas. It is impor- 
tant that the first portion of the duodenum 
should be removed, because of possible infil- 
tration by carcinoma of the duodenal wall of 
the distal part of the stomach. For lesions 
located in the proximal half of the stomach, 
however, and probably for all diffusely infil- 
trating lesions (linitis plastica), total gas- 
trectomy is necessary, although in these cases 
this procedure does not give good results. 
Gastric polyps are definitely premalignant 
and should always be removed. Lesions in 
certain cases of gastritis are definitely pre- 
malignant, and persons who have pernicious 
anemia are known to have a higher incidence 
of gastric cancer than do those not so af- 
flicted. The tumor is usually in the fundus or 
body, and in the authors’ opinion the gastritis 
is definitely precancerous. They maintain 
that frozen section at the time of operation 
has little value, because of the possibility of 
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missing the carcinoma. But that gastric 
ulcers. are precancerous lesions and that a 
benign ulcer can undergo malignant changes. 
Men past the age of 40 with minimal but per- 
sistent gastric symptoms that do not respond 
to therapy resulting in loss of weight of 10 
pounds (4.5 Kg.) or more within four to 
eight weeks, with no roentgen evidence of a 
gastric lesion, and no abnormality on gastro- 
scopic studies or studies of gastric acidity, 
should be given the advantage of abdominal 
exploration to determine the presence or ab- 
sence of a malignant lesion in the stomach. 


WARREN A. YEMM, M.D. 


Les varices symptomatigues de malforma- 
tions vasculaires: Essai de classification 
(Varicose Veins, Symptomatic of Vascular 
Malformations: An Essay on Their Classifi- 
cation). Cl. Olivier, C., Presse Méd., 
88:1822, 1955. 

Varicose veins associated with congenital 
abnormalities usually present two principal 
groups of symptoms: (a) hypertrophic elon- 
gation of the lower limbs and (b) pigmented 
nevi, often of the planus but sometimes of 
the vascular or hairy type. There exists, there- 
fore, a triad of bony, venous and vasculo- 
cutaneous phenomena which, when present in 
young persons, should indicate a congenital 
origin. 

These congenital anomalies may divide 
such a varicose syndrome into three groups: 
(1) varicose veins symptomatic of agenesia 
of the deep venous trunks, (2) varicose 
veins due to congenital arteriovenous fistulas, 
and (3) varicose veins related to angioma- 
tosis. 

As to group 1, Leriche was the first to de- 
scribe the condition in the living patient. In 
one of the cases reported by the author, the 
femoral vein of a boy aged 17 was missing, 
and the venous circulation of the limb was 
assured solely by a network of dilated super- 
ficial veins. The practical importance of dif- 
ferentiating this condition from the infinitely 
more common ordinary varices is that opera- 
tive ligation or sclerosing injections do noth- 
ing but aggravate the situation. The most 
logical treatment would be a vein graft or 
perhaps Cecca’s operation. 

Group 2 comprises all syndromes in which 
a direct communication exists between the 
artery and the vein, without the interposition 
of an angiomatous passage. Such arterio- 
venous fistulas are present more often in the 
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soft tissues than in bone. Their diagnosis is 
essentially based on the characteristics of the 
onset and the distribution of the varicosities. 
The onset is rapid or progressive. Local cu- 
taneous hypertrophy may exist. A subcutane- 
ous venous pulse, a thrill or a murmur is 
most suggestive, but these are not constant 
features. Arteriographic study yields valu- 
able information. A high oxygen content in 
the blood taken from the varicose vein is an 
important sign. The condition is often pro- 
gressive and recurrent; the prognosis is poor. 

In group 3, the varicose veins may be re- 
lated to congenital angiomatosis. Indeed, 
tuberous subcutaneous angiomas may coexist 
with varicose veins, owing to vascular ab- 
normalities such as agenesia of the deep 
veins or arteriovenous fistula. Angiomatous 
superficial varices may also be isolated or as- 
sociated with deeper local or diffuse angiomas 
of the arterial type. The different possibilities 
are studied. When such varicose angioma- 
tosis is complicated by subaponeurotic angio- 
mas, surgical treatment is of no avail. 

Excellent angiograms and color  photo- 
graphs enrich this article. There is no 
bibliography. 

S. A. GUEUKDJIAN, M.D. 


Considerations in Surgical Treatment for 
Duodenal Ulcer. Zollinger, R. M., and Wil- 
liams, R. D., J.A.M.A. 160:367, 1956. 


Increased acceptance of gastric surgery is 
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When the new scientist gets hold of a new scheme by some hook or crook, 
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conditional upon increasing success in avoid- 
ing the postoperative recurrence of pain, 
especially the discomfort of the dumping syn- 
drome. 

The type of operation used must be deter- 
mined partly by the preoperative nutritional 
status of the patient. The lean type who can 
hardly maintain adequate nutrition even in 
good health cannot tolerate wide resection of 
the stomach. The type of anastomosis used 
in the Billroth 1 operation leads to better ab- 
sorption of fat and protein than does that 
employed in Billroth 2. 

The success of the operation is partly de- 
termined by the location and size of the 
stoma. Too extensive a resection leaves the 
patient with insufficient gastric capacity. Re- 
section of 50 per cent of the stomach, with 
vagotomy and a Billroth 1 type of anastomo- 


sis (end-to-end gastroduodenostomy) is rec- 


ommended on the basis of 194 operations of 
this type. 

Reoperation is sometimes necessary. It 
should include vagotomy (if that has not al- 
ready been done), restoration of continuity 
between the stomach and the duodenal stump, 
closure of previous anastomoses and examina- 
tion of the pancreas for possible adenomas. 
Attention to the postoperative diet, including 
semisolid foods rather than liquids during 
the early postoperative period, hastens the 
rehabilitation of the patient. 


WILLIAM E. NorTH, M.D. 


whether in the laboratory or in his arm-chair at twilight, and proposes to apply it 
in action, the scheme often has a certain undeniable fascination. It is decked out 
in a new terminology, which is always dear to the tender-minded . .. But one great 
and colossal disadvantage it has, which is that no one knows whether it will work 
or not until it has been tried. And when the tough-minded minority gently suggest 
this . . . the tender-minded march down on them like an army, terrible with banners, 
and cry out that the world never progressed by people clinging to old ways. .. . 
But the facts are that the tough-minded are the ones who are scientific, that the 
sun, as a matter of astronomic fact, is stationary in the heavens, and that history 
might easily be written in terms of people going back to the old ways when a whole- 


sale adoption of new ones had nearly wrecked the structure of society. 


'—Clendening 
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